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about the quality policy of mental health institutions, and they are supposed to help 
patients make better choices for a treatment or setting. Health insurance companies 
can use the information when contracting healthcare providers, and the Inspection 
of Public Health can use quality indicators to gain insight into the quality and safety 
of delivered care. However, scientific evidence to support these expectations in 
child- and adolescent psychiatry, is still scarce.
Because of these expectations, it is important that quality indicators can be 
measured in a scientifically valid and reliable way, especially as the indicators will 
be measured repeatedly over time, often on a large scale. In 2006, the first basic 
set of performance indicators for mental health care was developed by the Steering 
Committee Transparency GGZ. This basic set of performance indicators consists 
of structural indicators (how care is organized according to applicable standards), 
process indicators (how care or other patient-related activities is delivered), and 
outcome indicators (measurement of the result of the delivered treatment and /or 
care). Many child and adolescent psychiatrists feel that some of the indicators of 
the basic set from 2007–2008 are not suitable for children or appropriate for use 
in a psychiatric setting, with its specific characteristics. In child and adolescent 
psychiatry, the referred patient (0–18 years) is not always able to give information, 
and in many cases this information is obtained from significant others in daily contact 
with the child (e.g., parents, teachers). In addition, some of the questionnaires in 
the basic set are not valid for use in children and young people. Thus there are a 
number of issues regarding the usefulness of indicators of the quality of mental 
health care in child and adolescent psychiatry.
The studies described in this thesis revolve around the assessment and improvement 
of the quality of clinical care in child and adolescent psychiatry. In daily practice, it is 
important that the evaluation of the quality of clinical care is both accurate and not 
too time consuming. The aim of the studies described in part 1 of this thesis was to 
identify a usable set of quality indicators for use in child and adolescent psychiatry. 
Many clinical services are being redesigned and re-organized in the light of current 
knowledge and budgetary restraints. The aim of the studies described in part 2 of 
this thesis was to assess the effectiveness and efficiency of the Tornado Program, 
an accelerated program for the diagnosis and treatment of uncomplicated Attention 
Deficit Hyperactivity Disorder in children and adolescents.
Part 1: Identifying quality indicators for child and 
adolescent psychiatry
Good identification, validation, and reporting of quality indicators can provide a 
valid starting point for the assessment and improvement of health care delivery. 
Internationally, many programs have focused on the development and application 
of quality indicators in health care, but relatively little attention has been focused 
on youth mental health and child and adolescent psychiatry. Relevant research 
questions concern the validity of indicators (most indicator panels are not based 
on findings from youth mental health research) and the feasibility of measurements 
(many indicators depend on the cooperation of the parents, teachers, nurses, 
etc. of patients). In recent years, Dutch Mental Health Care (GGZ) has sought to 
gain insight into the quality of care by collecting comparable information from all 
healthcare providers. Indeed, the collection of these data became compulsory in 
2006. Much is expected of quality indicators – they are expected to provide feedback 
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to diminish the behavioral problems in the short term. Because the disorder tends 
to be persistent, long-term treatment is necessary in many cases. The diagnostic 
process, as recommended in the 2005 Dutch Multidisciplinary Guideline, is extensive 
and time-consuming (2) and waiting lists are usually long. This may be frustrating 
for parents and their children who have made the decision to seek advice about 
the disorder, its diagnosis and treatment. Sometimes parents are under pressure 
from their child’s school to start medication as soon as possible. Indeed, parents 
report that affected children are not welcome without medication. This may prompt 
general practitioners confronted with this situation and the long waiting lists for 
referral (3) to start pharmacotherapy before psychiatric assessment by a mental 
health specialist can be scheduled.
The evidence-based treatment prescribed most often for children and adolescents 
with ADHD is immediate-release or extended release psychostimulants 
(methylphenidate, dexamphetamine) or non-stimulant medication (atomoxetine)
(4). Medication diminishes symptoms in 70–80% of children and adolescents 
with ADHD and is typically preceded by psychoeducation, which is often given in 
combination with behavioral parent training, as recommended by evidence-based 
clinical guidelines (4). In the Netherlands, for several reasons it is challenging to 
organize adequate treatment quickly after detection and referral to mental health 
care. For instance, there is a shortage of child and adolescent psychiatrists and 
not all pediatricians diagnose and treat children and adolescents with ADHD. 
Furthermore, a Dutch study has shown major differences in collaboration and 
management between professionals across different health regions, probably due 
to a lack of available professionals in the various disciplines (5).
This study
In the studies described in Part 1, our first aim was to identify a usable subset of 
performance indicators for child and adolescent psychiatry. To this end, we used 
the 2007–2008 set of quality indicators for mental health care to investigate what 
adjustments and/or additions are needed for use in this sector. Both the substantive 
relevance and the applicability of indicators in child and adolescent psychiatry are 
addressed. We then investigated what sampling and measurement procedures 
are best suited for the use of these indicators. To this end, we compared different 
methods of questionnaire administration (online at home or in the waiting room 
following the appointment) and timing (at admission, or after a period of treatment).
Lastly, we attempted to investigate the experiences of young patients, their parents 
(and/or caregivers), and mental health professionals regarding the collection and 
reporting of quality indicators. Clinicians often struggle to balance the increasing 
demands made on their time for administrative tasks, reporting, and registration 
of quality indicators with the time they have to treat their patients. This means that 
information about quality indicators needs to be collected as efficiently as possible, 
because otherwise data collection might be unreliable.
Part 2: The Tornado Program
ADHD in children and adolescents has an estimated prevalence of 5%. It is 
a common neurodevelopment disorder with a high persistence in adulthood 
(2%)(1). The three key symptoms of ADHD are inattention, hyperactivity, and 
impulsiveness. ADHD is complicated in the majority of patients by the presence of 
16
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The Tornado Program is an accelerated treatment program developed at the out-
patient clinic of an academic center for child and adolescent psychiatry. It combines 
accelerated diagnosis and treatment planning, followed by psychoeducation 
at a mental health center and pharmacological treatment provided by general 
practitioners who have followed an online e-learning module for this purpose. The 
patients targeted in the Tornado Program are children and adolescents (6–18 years 
old) with ADHD (DSM-IV codes 314.01 and 314.00) without comorbidity or serious 
family problems. In the studies described in Part 2, we first determined the effect 
of the Tornado Program on the time between referral from primary care and the 
start of treatment compared with usual care. We then assessed the effects of the 
Tornado Program on ADHD symptoms, functional status, health-related quality of 
life, treatment adherence, patient experiences, costs, and utility compared with care 
as usual. Lastly, we investigated whether the general practitioners who participated 
in the study felt competent to prescribe and monitor ADHD medication and their 
opinion about the online course of the Tornado Program.
Aims of this thesis
Part 1: 
 1. Which quality indicators are valid for use in child and adolescent psychiatry and 
potentially usable? 
2. Which measurement procedures are needed in order to use these indicators in 
a responsible way?
3. What is the opinion of patients, parents, and mental health professionals about 
the collection and reporting of these quality indicators?
Part 2: 
1) What is the effect of the Tornado Program on the time between referral from 
It has been argued, supported by some data, that not all children and adolescents 
with ADHD receive optimal care, as recommended by the current 2005 guidelines. 
(6) In 2008, the Healthcare Inspectorate established an ad-hoc working party to 
investigate the opinions of experts about reports in the media on the overdiagnosis/
underdiagnosis, treatment delay, and inappropriate treatment of children and 
adolescents with ADHD (7). The latter is even more worrisome because between 
2003 and 2013 the prescription of methylphenidate for children and young people in 
the Netherlands has quadrupled (8). This inappropriate prescribing may be because 
the long waiting lists in child and adolescent mental health care encourage general 
practitioners to prescribe medication themselves. Indeed, general practitioners start 
medication in between 6% and 20% of cases with ADHD. Most children receive 
repeat prescriptions from general practitioners, who have a central position in the 
Dutch healthcare system (6). Furthermore, not all general practitioners consider 
themselves sufficiently competent to take over the medical treatment of children 
and adolescents whose symptoms have been successfully managed by a medical 
specialist. As ADHD in children and adolescents is considered a “common illness”, 
there is a need for interventions to support general practitioners who provide care 
for uncomplicated ADHD in children and adolescents. Most general practitioners 
are experienced in the treatment of patients with somatic and psychiatric chronic 
diseases and have known the families that they treat for years. If general 
practitioners were to have a more important role in the treatment of uncomplicated 
ADHD in children and adolescents, it would allow mental health specialists to focus 
on those patients with complicated ADHD, such as patients with other psychiatric 
problems (44%)(9).
18
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the treatment provider to complete the online quality assessment questionnaire in 
the waiting room after their appointment. In the second study, parents and children 
were invited to complete the quality assessment questionnaire online at intake and 
then again 6 months later. A number of treatment providers were also asked to 
complete a comparable questionnaire.
Chapter 4 is a plea, in which the implications of low response percentages 
documented in empirical research despite very favorable study conditions for the 
response percentages imposed on Routine Outcome Monitoring (ROM) within the 
field of child and adolescent psychiatry are spelled out.
Chapter 5 describes the effect of Routine Outcome Monitoring (ROM) in child 
and adolescent psychiatry. While ROM has the potential to improve patient care 
and scientific research, it also raises a number of major methodological and 
ethical dilemmas because of the imposition of rigid administration requirements. 
Bottlenecks to the implementation of ROM in child and adolescent psychiatry 
are discussed, such as heterogeneity in the developmental phase of patients, 
the presence of multiple informants, uncertainty about who should fill in which 
questionnaire and when, and integration of the information provided by the various 
informants. Special attention is paid to the manner in which these bottlenecks have 
been tackled at an expert center for child and adolescent psychiatry.
The study described in Chapter 6 evaluated the protocol of the Tornado Study, which 
was designed to assess the effectiveness and efficiency the Tornado Program. 
The Program combines accelerated diagnosis and treatment planning, followed 
by psychoeducation at a mental health center and pharmacological treatment 
primary care and start of the treatment, compared with usual care?
2) What is the effectiveness of the Tornado Program regarding ADHD symptoms, 
functional status, health-related quality of life, treatment adherence, client 
experiences, guideline adherence of the professional, and costs, compared with 
care as usual?
3) Do general practitioners involved in this program consider themselves competent 
to prescribe and monitor ADHD medication? How do they evaluate the online 
course about prescribing and monitoring medication for ADHD?
 
Outline of this thesis
Chapter 2 describes a study to examine the suitability of the 2007–2008 basic set 
of indicators of the quality of mental health care for use in child and adolescent 
psychiatry and to determine whether some aspects are not adequately covered 
by the basic set (question 1). A national, heterogeneous group of eight expert care 
providers and five parties with a vested interest in child and adolescent psychiatry 
evaluated the basic set of indicators for their suitability in child and adolescent 
psychiatry. A Delphi procedure was followed by two rounds of written evaluation and 
a panel discussion. The necessity, validity, clarity, and applicability of the indicators 
for the sector were judged on a 9-point scale.
Chapter 3 reports studies to determine the utility of questionnaires for measuring the 
quality indicators for child and adolescent psychiatry selected in the study described 
in Chapter 2. Two studies involving an observational comparison of different 
methods of questionnaire administration were conducted in a university outpatient 
clinic to answer questions 2 and 3. In the first study, parents and children were 
20
Chapter 1 General introduction
21
1
c
h
a
pt
erReferences
1. Polanczyk G, de Lima MS, Horta BL, 
Biederman J, Rohde LA. The worldwide 
prevalence of ADHD: A systematic 
review and metaregression analysis. 
Am J Psychiat. 2007;164(6):942-8.
2. Multidisciplinaire Richtlijn ADHD; 
Richtlijn Voor de Diagnostiek en 
Behandeling van ADHD bij Kinderen 
en jeugdigen. Utrecht: Trimbos 
Instituut, 2005.
3. Gezondheidsraad. Rapport van de 
Gezondheidsraad Over ADHD. The 
Hague: 2000.
4. www.kenniscentrum-kjp.nl.
5. Faber A, Kalverdijk LJ, de Jong-van 
den Berg LT, Hugtenburg JG, Minderaa 
RB, Tobi H. Co-morbidity and patterns 
of care in stimulant-treated children 
with ADHD in the Netherlands. 
European child & adolescent 
psychiatry. 2010;19(2):159-66.
6. Faber A, Kalverdijk LJ, de Jong-
van den Berg LT, Hugtenburg JG, 
Minderaa RB, Tobi H. Parents report 
on stimulant-treated children in the 
Netherlands: initiation of treatment 
and follow-up care. Journal of child 
and adolescent psychopharmacology. 
2006;16(4):432-40.
7. Bredere implementatie van de 
Multisdisciplinaire Richtlijn ADHD 
inzake de farmacotherapeutische 
behandeling. Advies aan de Inspectie 
van de Gezondheidszorg. 2008.
8. Gezondheidsraad. ADHD: medicatie 
en maatschappij. Den Haag: 
Gezondheidsraad, 2014.
9. Bower P, Garralda E, Kramer T, 
Harrington R, Sibbald B. The treatment 
of child and adolescent mental 
health problems in primary care: a 
systematic review. Family practice. 
2001;18(4):373-82.
provided by general practitioners who have completed an online e-learning module 
for this purpose.
Chapter 7 presents a study performed to determine whether the Tornado Program 
is effective in shortening the time between referral and start of recommended 
treatment and its effect on clinical and economic outcomes (questions 1 and 2). 
In this controlled before–after study (at referral and 1 year after referral) involving 
208 outpatients (6–18 years old) with suspected uncomplicated ADHD, the primary 
outcome was the time between referral to the mental health or pediatric center 
and start of treatment. Secondary outcomes included severity of ADHD symptoms; 
functional status; health-related quality of life; treatment adherence; indicators of 
diagnostic procedures and treatments; patient, parent, and professional experiences 
and satisfaction with care; and an economic evaluation.
The study presented in chapter 8 evaluated the experience and views of participating 
general practitioners on the treatment of children with uncomplicated ADHD in the 
Tornado Program. Their views on the diagnosis and treatment of uncomplicated 
ADHD in children and adolescents in general and the role of general practitioners 
in this were part of the qualitative study performed to answer question 3. We 
conducted semi-structured interviews with 15 general practitioners (evaluating 
Tornado Program). Interviews were transcribed verbatim, coded, and analyzed, 
using Atlas.ti. During the coding process, we derived themes from the data, using 
the principles of constant comparative analysis
Lastly, in chapter 9, the outcomes of the studies are summarized and discussed. 
Suggestions are made about how findings can be implemented in clinical practice 
and about future studies.
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Introduction
Quality of care is an abstract notion. The commonly used definition of Donabedian 
is: “The extent of agreement between the criteria for good care (desired care) and 
the care practice (actual care).” Many in the field of health care also mention “striving 
towards good care” among their strategic objectives. Closer consideration of what 
is meant specifically by quality of care, however, shows considerable variability 
e.g. effectiveness, safety, timeliness and responsiveness. Donabedian therefore 
concludes that the definition of the quality of care strongly depends upon the 
perspective of the stakeholders (1). Duits has more recently provided an overview 
of the development of the expert thinking with regard to quality indicators for mental 
health care in general and child and adolescent psychiatry in particular. In its 
evaluation model to assess the research Pro justitia of young people three quality 
aspects (structure, a process outcome) and four different quality perspectives 
(from the examined, from the professional, from the Organization and from the 
Government) were differentiated. Quality indicators, defined and clarified by expert 
and/or stakeholder consensus, were positioned in the proposed evaluation model. 
It became clear that most indicators were defined from the professional perspective 
and the perspective of (the parents of the) examined (2). What is striking is that this 
consensus-building technique between experts and stakeholders has not yet taken 
place in general child and adolescent psychiatry to assess quality. This study tries 
to fill this gap and describes the assessment of a set generic mental health care 
indicators for adequate use in child and adolescent psychiatry as well.
Consensus on quality: The Delphi method
Consensus on which aspects of the quality of care to measure is obviously needed 
before measurement can begin. A Delphi procedure is frequently used to reach 
Abstract
Background: Transparency in terms of quality indicators can be used to monitor 
and advance the quality of care.  A set of generic indicators has been developed for 
the field of mental health care, but it is not yet known if these indicators are suitable 
for use in child and adolescent psychiatry as well.
Objective: To determine the suitability of the 2007-2008 basic set of mental health 
care performance indicators for use within child and adolescent psychiatry and 
locate any oversights.
Method: A national, heterogeneous group of 8 expert care providers and 5 parties 
with a vested interest in child and adolescent psychiatry evaluated the basic set 
of indicators for their suitability of use in child and adolescent psychiatry. A Delphi 
procedure was followed with two rounds of written evaluation and an intervening 
panel discussion. The necessity, validity, clarity, and applicability of the indicators 
for the sector were judged along a nine-point scale. Those indicators assigned a 
score of 7 or higher  by all of the judges were initially assumed to be suitable.
Results: Of the original 54 indicators, only 2 were initially judged as suitable. A 
lower cut-off point yielded 16 suitable indicators, 10 of which pertained to treatment 
outcome. When 10 new indicators were proposed, only 1 was judged suitable.
Conclusion: Only a few of the existing quality indicators have been judged suitable 
for child and adolescent psychiatry. The panel of judges in our study expressed 
a preference for a small number of quality indicators with particular attention to 
patient and parental judgments of treatment outcome.
26
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effective, expedient, and client-focused care was considered (10). It was therefore 
decided to devote more attention to the steering of care outcomes in a positive 
direction than to the structure or process of the care (11). 
Quality indicators
In order to draw conclusions about the quality of care, indicators can be called 
upon. Quality indicators are “measurable elements of behavior in actual practice for 
which evidence or consensus exists that they can be used to evaluate the quality of 
care and changes” (12). Quality indicators must measure what is first and foremost 
of importance for the quality of care (13). Feasibility of measurement is also an 
important criterion for a good set of indicators as such measurement must be done 
on a large scale and repeatedly. 
Quality indicators can be subdivided into structural indicators (i.e., measures 
of whether the organization has been established and organized in keeping with 
existing standards), process indicators (i.e., measures of the extent to which 
treatment interventions are conducted according to available guidelines), and 
outcome indicators (i.e., measures of the results of the provided treatment and/or 
care) (1).
A great deal is expected of quality indicators. They should help care organizations 
steer policy with regard to care and help patients choose between organizations 
and treatment options. Insurance providers can use information provided by quality 
indicators for contracting with care providers. And quality indicators can provide 
insight into the quality and safety of provided care for the Health Care Inspectorate. 
Evidence to support these expectations is largely lacking, however.
Basic indicators for the quality of mental health care 
In 2006, the first set of basic performance indicators for the quality of mental health 
such consensus (3). The core of the method is the repeated questioning of an 
expert panel about a topic on which no known consensus exists. During such 
a round of questioning, it is attempted to gain consensus via discussion of the 
anonymous responses of others. In such a manner, the Delphi method avoids the 
disadvantages of classic brainstorming where the most assertive participants tend 
to dominate the discussion and snow less assertive participants under or where 
participants do not dare to give their real opinions due to the presence of authority 
figures or managers (4, 5)
Performance measurement
In the literature, performance measurement appears to be controversial. Some 
authors report a small but nevertheless relevant improvement of quality with the 
combined use of performance measurement and performance reward (6). Others, 
in contrast, report major negative effects of performance measurement, including 
the costs that a system of performance measurement brings with it (7, 8). The 
measurement of quality in and of itself has not been shown to affect the quality 
of care or care outcomes directly . Only when such measurement is supplied as 
feedback can a small improvement in professional behavior be seen to be realized 
at — incidentally — a high cost (9).
Leidschendam conferences
In the Netherlands, policy attention to the quality of care emerged at a 1990 
conference where care providers, patient organizations, insurance providers, 
and government representatives made some agreements on quality policy within 
the field of health care. In preparation for the 2000 conference, Kok concluded 
that mental health care in the Netherlands did not meet the Quality of Care Act – 
Organizations [Kwaiteitswet zorginstellingen] when the requirement of providing 
28
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At a concrete level, the criteria judged as relevant for the evaluation of the quality 
of the care within a given sector must therefore be empirically determined for each 
and every sector (16).
A specific characteristic of child and adolescent psychiatry is that the patients of 
0 to 18 years are often not yet able to provide information on themselves. In many 
cases, we must therefore rely upon information provided by primarily others —  a 
parent, guardian, or teacher (for example).
Study objectives
The present study was conducted in order to produce a usable set of performance 
indicators for the field of child and adolescent psychiatry. The already established 
set of 2007-2008 performance indicators for psychiatry was taken as the starting 
point (17). We then determined how the set of indicators would have to be adjusted 
and supplemented for use in child and adolescent psychiatry. The specific question 
that we asked ourselves in doing this was: Which indicators are judged by experts 
to be necessary, valid, clear, and applicable for child and adolescent psychiatry and 
thus suitable for use?
MetHOD
Procedure
Using the Delphi method, expert care providers and other parties with a vested 
interest in child and adolescent psychiatry were asked to indicate which performance 
indicators were necessary, valid, clear, and applicable for child and adolescent 
psychiatry starting from an already available, generic set of performance indicators 
(i.e., the 2007-2008 blue book)(17). In addition to this, the group was asked if they 
care and addiction treatment in the Netherlands was developed by the steering 
group Transparency in Mental Health Care. Among those represented in this group 
were: Dutch Health Insurance Providers; National Platform for Mental Health 
Care (clients and families); Netherlands Association of Psychiatrists; Netherlands 
Institute of Psychologists; Netherlands Association of  Nurses and Professional 
Care Providers; Dutch Health Care Inspectorate; and the Dutch Ministry of Health, 
Welfare, and Sport. The use of the basic set of quality indicators was made 
obligatory in 2007. 
Implementation of the quality indicators for mental health care
The question now is: What is the current status of the implementation of the 
performance indicators within the field of mental health care? In a historically earlier 
study of the use of quality indicators within the field of mental health care and 
addiction treatment (14). 81.8% of the surveyed organizations reported making 
use of at least one indicator; further questioning showed this to occur on only an 
incidental basis, however. And only 35% of the surveyed organizations made use 
of indicators for departmental or institutional policy concerned with the quality of 
care. In the recent 2010 Trend Report from the Trimbos Institute (i.e., a national 
organization  for mental health in the Netherlands), the following is concluded: “…
after 10 years of development for performance indicators, we still cannot speak 
of a completely crystallized set of basic indicators with standardized instruments 
and standardized procedures. Questions about the reliability and validity of the 
indicators have not been answered decisively. And there has therefore been critique 
of the utility of the indicators.”
Back in 1999, Nijssen et al. asserted that it is possible to speak of “the” quality of 
mental health care. In doing so, they identified some general principles for the quality 
of care but also emphasized that each sector has its own specific characteristics(15). 
30
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representatives from interested organizations including insurance providers, the 
Health Care Inspectorate, and  parent organizations. The panel had one parent 
of a patient, an inspector from the Health Care Inspectorate, a medical advisor 
for an insurance provider, an account manager from an insurance provider, a 
member of the board of directors from a mental health care organization for child 
and adolescent psychiatry, and an employee from the Ministry of Health, Welfare, 
and Sport.
Unfortunately, it proved impossible to include patients from child and adolescent 
psychiatry in the expert team despite repeated attempts to do this via patient and 
parent organizations.
Statistical testing
The data for statistical testing was collected via the administration of a web-based 
questionnaire and analyzed using SPSS computer software. A score of 7 or higher 
along the nine-point scales was defined as the cut-off point for judging an indicator 
as suitable. This is a customary cut-off point when using a Delphi procedure.
RESULTS
The order of the tables presented reflects the order of the results obtained using 
the Delphi procedure.
To start with, we presented all 54 of the quality indicators from the basic set 
of 2007-2008 indicators to the team of judges for evaluation during a first round 
of email correspondence. This showed only 2 of the indicators from the basis set 
of quality indicators to be assigned a score of 7 or more for necessity by all of 
the judges. Both of the indicators were outcome indicators. Only 2 indicators was 
could think of any necessary new indicators for child and adolescent psychiatry.
The participants were asked to modify the basic set of indicators where needed 
and to supplement them with any new indicators to make them suitable for use 
within the field of child and adolescent psychiatry. A round of email correspondence, 
a panel meeting and a second round of email correspondence (i.e., the so-called 
Delphi method) were organized for this purpose. During each round of written 
correspondence, the panel scored each indicator presented to them four times 
along a nine-point scale and thus for necessity, validity, clarity, and applicability for 
child and adolescent psychiatry. For the scoring of  — for instance  — the necessity 
of an indicator, a value of 1 indicated that the indicator was judged not necessary 
and a value of 9 indicated that it was judged very necessary.
Panel
For the selection of the panel of judges, we consulted with the Dutch Society of 
Psychiatry [Nederlands Vereniging voor Psychiatrie, NVvP], sought the advice of 
professors of psychiatry, and asked a number of national organizations for child 
and adolescent psychiatry to supply the names of substantive treatment and 
management experts. The Dutch Health Care Inspectorate and insurance providers 
were also asked to supply the names of possible delegates. We strove to have as 
many different perspectives represented in the panel as possible and thus for a 
very heterogeneous panel composition.
In such a manner, a team of 13 judges was first formed and then divided into 
two panels. The first panel was composed of seven  — very experienced  and 
thus expert — mental health care professionals from a variety of mental health 
organizations. The panel had three child and adolescent psychiatrists, a general 
psychiatrist, a special educator, a public health psychologist (also team leader), 
and a mental health group leader. The second panel was composed of six 
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1.4 Change in quality of life 
experienced by client*
6,8 (1,2) 2,7 (1,5) 5,0 (2,8) 4,1 (2,7)
2.3 Lack of safety due to 
absence of information*
6,8 (1,4) 3,9 (2,7) 5,3 (2,7) 5,1 (2,0)
Least needed 
process indicator
N3.2b  Access to suitable 
specialized treatment
2,8 (1,4) 2,8 (1,5) 5,8 (2,3) 2,9 (1,8)
Least needed 
outcome indicators
N1.5a Percentage of clients 
with independent housing
1,9 (0,8) 2,7 (2,4) 5,2 (2,8) 2,6 (2,1)
1.5 Rehabilitation 2,7 (1,7) 2,2 (1,9) 4,2 (2,7) 2,7 (2,2)
*Indicators selected from basic set by judges for use in child and adolescent psychiatry 
 
For some of the quality indicators presented to the judges in the first round of 
written correspondence, the scores for necessity were found to be particularly 
discrepant. These “problem” indicators are listed in Table 2.  
 
Table 2 Mean rating (SD) of the relevance of problem indicators (along a scale of 1-9) following first 
round of Delphi procedure (indicators designated as in basic set).  
Problem Indicator Mean (range) sd
1.1 Scope of prevention activities 5,1 (1-8) 2,8
1.2c Instruments used to measure severity of symptoms 6,1 (1-9) 2,7
1.4b Instruments used to measure quality of life 4,7 (1-9) 3,4
1.5b Percentage of clients with paid/volunteer work or training/study 3,6 (1-8) 2,3
1.6 Percentage re-admission relative to mean duration of admission 4,3 (1-9) 3,0
1.6a Percentage re-admission 4,7 (1-9) 2,7
1.6b Mean duration of admission 5,4 (1-9) 2,5
1.7 Dropout 5,9 (2-9) 2,4
1.7a Percentage dropout per diagnostic group 5,6 (1-8) 2,2
1.8 Somatic screening 6,7 (2-9) 2,5
1.8b Somatic screening upon admission 6,6 (2-9) 1,9
1.10 Extent of care interference in cases of worrisome treatment avoidance 4,7 (1-8) 2,5
2.1b Prevention of risky combination of two or more antipsychotics 4,6 (1-8) 2,4
3.8 Client participation in day/week activities 4,8 (1-8) 2,1
Table 1 continued
judged to be too small, and we therefore decided to include those items assigned 
a score of 4 or more by all of the judges for necessity. With the use of this cut-off 
point, 16 of the already available quality indicators were judged to be of necessity 
for child and adolescent psychiatry with 12 of the indicators pertaining to outcome, 
1 to structure, and 3 to process.
In Table 1, we present an overview of the quality indicators judged to be most 
suitable but also those judged to be least suitable in terms of necessity for child 
and adolescent psychiatry. The 16 selected indicators are highlighted in the table.
Table 1 Mean ratings (SD) of necessity, validity, clarity, and applicability per indicator (designated as in 
original basic set).  
Indicator Necessity Validity Clarity Applicability
Most 
neededprocess 
indicators
1.2b Systematic 
measurement of change in 
problem severity*
7,4 (1,2) 5,4 (2,4) 6,4 (1,7) 6,3 (1,8) 
3.6 Evaluation of treatment 
and guidance plans*
7,3 (1,3) 4,9 (2,4) 5,9 (1,7) 5,6 (2,4)
2.1  Medication safety* 6,7 (1,8) 4,0 (2,8) 5,4 (2,5) 4,4 (2,6)
Most needed 
structural indicator
2.3a Access to incident 
registration*
6,5 (1,4) 4,2 (2,8) 5,3 (2,5) 4,9 (2,2)
Most needed 
outcome indicators
2.1 Information on side 
effects*
8,0 (0,8) 5,3 (1,8) 6,8 (1,1) 6,8 (1,1)
3.11 Adequate supply of 
information*
7,9 (1,2) 5,0 (2,2) 6,6 (1,8) 6,6 (1,9)
3.10 Suitable approach on 
part of care provider*
7,8 (1,2) 5,1 (2,3) 6,7 (1,3) 6,6 (2,1)
3.3. Informed consent* 7,6 (1,3) 5,9 (2,2) 6,9 (1,0) 6,6 (1,9)
1.3 Change in daily 
functioning of client*
7,8 (0,8) 4,6 (2,7) 5,7 (2,2) 6,1 (1,7)
1.2 Change in problem 
severity*
7,8 (1,0) 4,4 (1,9) 6,6 (0,7) 5,3 (1,0)
2.4a Number of isolations 
and form of isolation*
7,0 (1,5) 5,4 (2,3) 6,7(2,31) 6,9 (1,45)
1.2a Patient judgment of 
change in problem severity
7,7 (1,01) 5,1(2,39) 6,4 (1,5) 5,9 (1,5)
2.4 Coercion* 7,1 (1,4) 5,0 (1,5) 5,9 (1,7) 6,4 (1,8)
2.4b Client judgment of 
isolation policy*
7,1 (1,5) 5,8 (2,7) 3,6 (2,2) 5,7 (2,3)
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psychiatry, the indicators were again presented to the team of judges for evaluation 
in a second round of written correspondence. None of the scores for the initial 
problem indicators improved for necessity, which meant that the number of 
indicators  selected remained at 16. 
All four of the subgroups at the plenary session were asked to make suggestions 
for additional, innovative indicators (Table 3).
Table 3 Mean ratings (SD) of necessity, validity, clarity, and applicability per proposed new indicator 
(along a scale of 1-9).
Necessity Validity Clarity Applicability
New 
process 
indicators
Availability of care organizations* 7,6 (0,8) 7,3(0,9) 7,5 (0,9) 7,6 (0,5)
Availability of folder material 6,4 (1,9) 5,1(2,4) 6,9 (1,8) 7,1 (1,9)
Availability of reporting of own 
research 
7,1 (1,7) 7,1(1,5) 7,0 (2,0) 7,4 (0,9)
Policy exists for somatic 
screening of children not 
receiving inpatient but outpatient 
treatment/guidance
6,6 (1,1) 5,6(1,6) 6,5 (1,5) 6,5 (1,8)
New 
outcome 
indicators
Functioning at school 7,3 (1,9) 5,8(1,9) 7,4 (0,7) 7,4 (0,9)
Family experience of stress 7,2 (2,1) 6,0(2,0) 6,9 (1,4) 7,3 (1,5)
Functioning of family 6,2 (1,9) 4,5(1,7) 6,6 (2,1) 6,1 (1,8)
Functioning of contact outside 
family environment 
6,4 (1,9) 5,1(1,6) 7,1 (0,8) 6,6 (1,1)
 
Follow-up measurement of 
problem behavior after discharge
5,9 (1,8) 3,7(2,2) 5,6 (1,9) 3,9 (2,3)
*Judged as a suitable new indicator with score over 7 from all judges and thus selected as a definite 
indicator
Numerous new indicators were suggested with an almost equal distribution of 
outcome-oriented and process-oriented indicators among them.
After the second round of written correspondence, only 1 of the proposed new 
Following the first Delphi round of written correspondence, a plenary meeting of the 
13 judges was held with the research team also present. The judges were divided 
into four subgroups. 
Two of the subgroups considered how the indicators that were judged as 
necessary for child and adolescent psychiatry in the first round of the Delphi 
procedure could possibly be improved with respect to validity, clarity, and 
applicability. The judges from these two subgroups emphasized that it is very 
important in child and adolescent psychiatry to also have parents and important 
others (e.g., teachers, brothers, sisters) evaluate changes in the functioning of the 
patient (i.e., child or adolescent).
To assess the general functioning of patients in child and adolescent psychiatry, 
it was recommended that not only the child version of the Health of the Nation 
Outcome Scales for Child and Adolescent Mental Health (HONOSCA; Gowers 
et al., 1999) be used as an outcome measure) but also the parent and therapist 
versions. Given that the scoring using the therapist version of the HONOSCA 
requires specific training, these two subgroups of judges also recommended 
that therapists be specially trained on the scoring of patient functioning using the 
HONOSCA. Also for the quality indicators judged as necessary for evaluating the 
patients functioning in child and adolescent psychiatry, it was considered important 
that multiple informants be used. For those under 10 years of age,  this can be 
parents or guardians. For those over 10 or over, this can be both the patient and 
the parents or guardians 
The other two subgroups at the plenary meeting of the judges were asked to 
discuss the 14 problem indicators (see Table 2). The two subgroups were able to 
provide recommendations to improve only 6 of the 14 problem indicators. 
After the recommendations of the judges to improve 6 of the problem indicators 
were incorporated into the tentative set of quality indicators for child and adolescent 
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DISCUSSION
This is the first study in the Netherlands to systematically examine the suitability 
of a basic set of indicators to assess the quality of care in child and adolescent 
psychiatry. The panel of judges consisted of not only treatment experts but also 
other parties with a vested interest in child and adolescent psychiatry (e.g., parents, 
insurance providers, Health Care Inspectorate, health care management). In such 
a manner, we tried to attain maximum diversity within the panel. The judges had 
not only different areas of expertise but also different interests in the measurement 
of the quality of care provided in the field of child and adolescent psychiatry. During 
the successive rounds of the Delphi procedure, the judges aired their views and 
discussed them with each other. The discussion of the problematic indicators (i.e., 
the indicators judged very differently for necessity by the experts during the first 
written round of the procedure) then led to much clearer choices in the second 
written round of the procedure. And in such a manner, a well-grounded selection of 
quality indicators was achieved.
Similarities
When we consider the similarities in the selected quality indicators, it stands out 
that a significant number of them concern the measurement of changes in the 
severity of the mental health problem and general functioning of the patient in terms 
of quality of life (5 out of the 16 indicators). The provision of clear and sufficient 
information for patients with regard to medication and treatment was also reflected 
in 3 out of the 16 quality indicators and also thus considered important for child and 
adolescent psychiatry. The registration of incidents of aggression towards staff, 
the use of coercive measures, and the opinions of patients with regard to isolation 
policy were judged to be important as well (4 out of 16 indicators). It is striking, 
indicators was judged to be suitable (see Table 3). Only this item showed a mean 
score over 7 for all aspects of its use in child and adolescent psychiatry: necessity 
or whether the indicator is really needed to evaluate the quality of the care; validity 
or whether the indicator reliably measures what it is intended to measure); clarity or 
whether the indicator is formulated unambiguously; and applicability or whether the 
indicator is easy to apply for child and adolescent psychiatry.
The final set of quality indicators thus consisted of 17 items; 16 selected from 
the original set of generic indicators  and 1 selected from the set of proposed new 
indicators.
Later in the plenary session, the subgroups were invited to explain and expand 
upon their proposed recommendations. The most important conclusion emerging 
from this discussion of the recommendations was that a small set of clearly 
necessary and clearly applicable indicators should be preferred over a large set of 
less necessary and less applicable indicators.
 It was also pointed out in this plenary discussion of the recommendations 
offered by the judges that the quality indicators will probably be used to compare 
organizations. A misguided interpretation of observed differences in quality 
measurements can lead to mistaken conclusions. And it was therefore unanimously 
agreed that attention to potentially biasing factors is a necessary prerequisite for 
the correct use of the quality indicators. For example, outcomes in low income 
areas of a country can differ drastically from those in high income areas, but this 
does not necessarily mean that the quality of care differs significantly.
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judgments of the necessity, validity, clarity, and applicability of specific indicators. 
It is also possible that the composition of the group of judges participating in the 
present study biased the Delphi outcomes in one direction or the other and that our 
conclusions would have been different with a different group of judges. Utmost care 
was taken to obtain a representative group of judges, but the possibility of bias still 
exists with regard to the rating of the different aspects of the quality indicators (18).
The experts gave their opinions with regard to primarily a set of already existing 
quality indicators and were therefore not given an opportunity to come up with a 
completely new set of quality indicators for child and adolescent psychiatry. For the 
design of the present study, the adoption of already available quality indicators was 
a logical first step as these indicators were already being used in actual practice.
Given the opinions of the expert judges with regard to the use of the basis 
set of quality indicators in the field of child and adolescent psychiatry  — only 2 
out of the 54 basic indicators were assigned  a score of 7 or more for necessity, 
it would be interesting to know how experts would create a completely new set 
of indicators. We indeed gave the judges an opportunity to add new items to the 
basic set of indicators and thereby supplement the set of indicators with missing 
but nevertheless important items, but only 1 proposed new indicator was accepted 
when a cut-off point of 7 and not a more lenient 4 was used to evaluate the 
judgments of necessity, validity, clarity, and applicability.
Further with regard to the scores assigned by the judges in this study for the 
validity of the quality indicators, only the content validity of the indicators and thus 
a single type of validity was evaluated. A more comprehensive evaluation of the 
validity of the indicators for child and adolescent psychiatry thus calls for further 
research.
moreover, that almost half of the selected quality indicators (7 out of 16) concerned 
the evaluation of the mental health care by the patients themselves.
The original indicators that scored lowest with respect to necessity for child and 
adolescent psychiatry (with a mean score of 3 or lower) showed clear similarities: 
They all concerned the treatment and care for predominantly patients with chronic 
mental health problems. These low-scoring indicators thus concerned rehabilitation, 
daily activity, and paid or unpaid work  — issues of little or no relevance for patients 
under the age of 18 years. This finding shows the child and adolescent psychiatric 
setting to indeed have its own care characteristics. The finding also shows that the 
unthinking adoption of quality indicators from the field of adult mental health care 
for use in the field of child and adolescent mental health care is not wise.
Many of the selected quality indicators are already being applied to evaluate 
the quality of the care for the most frequently occurring disorders in child and 
adolescent psychiatry (i.e., ADHD and autistic spectrum disorders). Little use is 
made of coercive measures in the treatment of these diagnostic groups, which 
means that evaluation of such care is only of importance for a small portion of the 
population of patients in child and adolescent psychiatry.  The selection of these 
quality indicators for inclusion in the definitive set of indicators nevertheless shows 
the experts to still consider assessment of the use of coercive measures to be 
important  — even when needed for only a small group of patients.
Limitations on the present study
In the Netherlands, we have little experience with the systematic application of 
quality indicators for the field of child and adolescent psychiatry. It is therefore 
possible that the judges in our study were only able to base their evaluations on the 
actual use of indicators to only a limited extent. Given greater experience with the 
use of quality indicators in actual practice, our experts may have provided  different 
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developmental problems in the range of 1 to 4 years), more process than outcome 
indicators tend to be developed. In teams confronting tasks with a relatively low 
degree of task uncertainty (e.g. surgical tasks, teams providing care for heart 
failure), more outcome than process indicators tend to be developed.
The field of child and adolescent psychiatry requires the conduct of many tasks 
with a high degree of uncertainty. It is thus important that process indicators be 
developed for the measurement of the complex processes that occur within this 
field.
Conclusions
The results of this study show that it was possible for judges coming from very 
different backgrounds with very different interests in the field of child and adolescent 
psychiatry to select a core set of indicators for the quality of care within the field 
of child and adolescent psychiatry. In doing this, they provided an answer to the 
question: Which indicators do experts judge necessary, valid, clear, and applicable 
for child and adolescent psychiatry and thus as potentially suitable for use? The 
critical evaluations made by the judges with regard to the existing set of basic 
indicators (i.e., Visible Care) (17), which have also been made obligatory for child 
and adolescent mental health care in the Netherlands, shows the judges to view 
many of the indicators as not necessary for this sector. The judges also plead for 
the development of a limited number of quality of care indicators with considerable 
emphasis on patient and parent judgments when revising the basis set of indicators 
for use in child and adolescent psychiatry.
The indicators selected by the team of judges in the present study appear to 
us to meet the aforementioned suitability requirements for mental health care 
organizations, the inspectorate, and insurance providers but additional research 
is needed to document the further validity of the indicators. Parents and patients 
Surprising results
It is striking that the set of indicators selected by the judges in our study for the field 
of child and adolescent psychiatry encompassed very few process indicators and 
thus primarily outcome indicators. Outcome indicators tend to bear only a limited 
relation to the care delivered; characteristics of the local patient population can be 
a disturbing factor and patient characteristics thus influence outcomes scores (Grol 
et al., 2006). Sometimes outcome indicators pertain to very late outcomes while 
the quality of care must be evaluated in the here and now. Process indicators, in 
contrast, are less sensitive to disturbing factors. They offer concrete information 
for improvement and change, but there associations with specific outcomes 
can nevertheless be limited at times (12). It might very well be the case that the 
difficulties that the experts experienced trying to reach consensus on suitable 
process indicators for child and adolescent psychiatry simply reflects the reality 
of the field and thus the relatively little agreement that exists with regard to what 
constitutes a good manner of working within the field of child and adolescent 
psychiatry. Clear-cut methods for diagnosis and treatment are not yet the case, for 
example. For this reason, it is conceivable that experts  — in light of the absence 
of a golden treatment standard  — can reach agreement more easily on outcome 
indicators than on process indicators. In addition to this, it is common practice on 
the field of mental health care to monitor the course of symptoms and complaints 
using all kinds of different instruments that largely rely upon outcome indicators. 
For indicators of the quality of care, however, it is not individual patients who are 
of concern but, rather, the quality of care for a particular group of patients seen in 
a given period.
Task uncertainty appears to be an important factor in the development of 
performance indicators (19). In teams confronting tasks that can be characterized 
as having a high degree of uncertainty (e.g., tasks involving  children with 
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Introduction
Making the structural, process, and outcome aspects of mental health care transparent 
is becoming increasingly important for patients and the quality of treatment that they 
receive. Transparency is also obviously important for care providers and organizations 
in the sector. And this increased need for transparency certainly holds for child and 
adolescent psychiatry, particularly in light of plans to alter the system and transfer 
responsibility to municipal authorities.
A great deal is thus expected of quality indicators. Such indicators are expected 
to help guide the policies of organizations with regard to the quality of care. They are 
expected to help patients choose between treatment approaches and organizations. 
They are expected to help insurance providers with their contracts with care providers. 
And they are expected to give the Health Care Inspectorate insight into the quality 
and safety of delivered care.
Empirical evidence to support the expectations surrounding quality indicators is 
scant, however. In previous research in the Netherlands, a set of quality indicators 
for use in child and adolescent psychiatry was developed.1 The starting point for 
the development of these indicators was the 2007-2008 Basic Set of Performance 
Indicators for Mental Health Care. Which adjustments and expansions were needed 
for use in child and adolescent psychiatry was then studied. A national group of 
judges (eight expert care providers and five other stakeholders) evaluated the basic 
set of indicators for their suitability of use in child and adolescent psychiatry. Only 2 of 
the original 54 indicators were judged suitable for use when the standard cut-off point 
of 7 along a scale of 1 to 9 was used. One innovative indicator was agreed upon by 
the judges, who further indicated a preference for the development of a small number 
of quality indicators with an emphasis on patient and parental judgments of treatment 
outcomes.
Abstract
Objective: To determine the utility of questionnaires for measuring quality indicators 
in child and adolescent psychiatry
Methods:  Two studies involving an observational comparison of different methods 
of questionnaire administration were conducted in a university outpatient clinic. 
In Study One, parents and children (≥10 years) were contacted directly by 
telephone with the request to complete an online questionnaire at home or asked 
by the treatment provider to complete the online questionnaire in the waiting room 
following their appointment. In Study Two, parents were invited to complete the 
quality assessment questionnaire online at intake in the outpatient clinic and then 
again six months later in the outpatient clinic. A number of the treatment providers 
were also asked to complete a comparable questionnaire in Study Two as  well.
Results: In Study One, the response rates of the parents were higher in the home 
condition (58%) than in the waiting room condition (33%) (p<0.001). In Study Two, 
the responding of the parents was lower on the second measurement occasion 
(35%) than on the first occasion (61%) (p<0.01). The response rate of the parents 
in Study Two (53%) was higher than the response rate of the treatment providers 
(42%) (p<0.01). Parents of young children (<12 years) completed the questionnaires 
more often than parents of adolescents (p=0.02). The respondents in both studies 
reported completion of the questionnaires as not burdensome.
Conclusion: The response rates of the parents, patients, and treatment providers 
were influenced by the procedure used for questionnaire administration, but 
response rates were  generally limited in all cases. Doubts are thus raised about 
the usefulness of questionnaires for assessing the quality of care in child and 
adolescent psychiatry.
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Methods for two studies
We conducted two studies. In Study One, we compared a random sample of 
parents and patients older than 10 years old who were asked  — irrespective of 
diagnostic or treatment phase  — to complete online questionnaires either at home 
or in the waiting room following an appointment. The experiences of the participants 
and treatment providers from Study One were evaluated via random follow-
up telephone interviews. In Study Two, in a prospective cohort design, parents, 
patients and treatment providers completed online questionnaires at intake  and 
then again six months later.
Participants
The participating patients, their parents/guardians, and their treatment providers 
were drawn from two locations of the Karakter  Center of Expertise for Complex 
Child and Adolescent Psychiatry (i.e., a day treatment location and an outpatient 
location). Inclusion criteria were the child being five or more years of age at the start 
of the study and not being seen for a second opinion. The latter entails only seeing 
the patient on one occasion and thus precluded follow-up.
For Study One, a random sample of parents/guardians of patients between the 
age of 5 and 18 years was selected for the home condition (population n=690; 
sample n=200; sample date September 1, 2009). All of the selected parents/
guardians were mailed written information about the study with explanation of both 
the aim and importance of the research. Children 10 years and over were also 
invited to participate. All of those who agreed to participate provided their written 
informed consent. Those who could not be reached by telephone were excluded 
from the sample as telephone contact was required for follow-up interview. The 
resulting 134 patients for the home condition were next approached by telephone 
In the present article, we describe the responses to procedures used to measure 
the aforementioned set of selected indicators. Questionnaire administration is the 
usual procedure followed for quality assessment in child and adolescent psychiatry. 
A critical  issue, however, is whether parents, patients, and treatment providers are 
ready and willing to complete all kinds of surveys. The utility of quality indicators 
obviously depends on adequate and reliable responding on the part of parents, 
patients, and treatment providers when gathering the data. Response percentages 
are often low or lower than expected, particularly upon repeated measurement, which 
reduces the representativeness of the measurement. Since 2012, moreover, failure 
to attain the minimum response percentages set by insurance companies can cost 
millions and thus have major consequences for mental health care organizations.
We also researched whether we should speak of a non-response bias or not by 
examining which factors the responders and non-responders differed on. In previous 
studies of patients in child and adolescent psychiatry, internalizing problems and low 
school performance were found to be predictors of non-response.2 Among adults, 
low response rates have been found to be associated with low income, low level of 
education, being unmarried, and having been diagnosed with a psychiatric disorder.3-4
Our aim in this research was to answer the following questions.
1)  What is the size of response among children, parents, and treatment professionals 
in child and adolescent psychiatry when asked to complete a set of questionnaires?
2)  Does the responding differ when the patients and parents are asked to complete 
the questionnaires online at home as opposed to online in the waiting room after 
being asked personally by the treatment provider?
3)  Are there indications of a non-response bias?
4)  What are the experiences of parents and treatment providers with questionnaire 
measurement burden, the perceived utility of the task, and the clarity of the 
questionnaire items?
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questionnaire. When the questionnaire had not been completed following two 
reminder emails, the parents/guardians were approached by telephone to remind 
them again.
The primary treatment providers (i.e., child and adolescent psychiatrists) were 
also sent a practitioner version of the questionnaires by email as part of Study Two. 
When a different treatment provider (e.g., the treating psychologist, psychotherapist) 
could better evaluate the course of diagnosis/treatment for the patient in question, 
the questionnaire was sent to this person. The treatment providers were sent 
a maximum of two reminder emails. This procedure was followed on both data 
collection occasions in Study Two.
Questionnaires and structured interview
The parents/guardians and children from the age of 10 years completed the 
Kidscreen-105 measure of health-related quality of child life and the HoNOSCA6 
measure of the general functioning of a child. On all measurement occasions, 
with the exception of initial measurement in Study Two, the Mental Health Care 
thermometer7-8 was also completed; this is a measure of the satisfaction of children 
and parents/guardians with delivered care.
The telephone interview conducted to evaluate the assessment process 
consisted of the presentation of three propositions. 1) I found the amount of 
time and effort required to complete the questionnaires to be large. 2) The value 
usefulness of the questionnaires  was clear to me. 3) I thought the emails, letters, 
and questions were clearly formulated.
The treatment providers completed the treatment provider version of the 
HoNOSCA for each participating patient in Studies One and Two. They were trained 
on two occasions to do this. In the telephone interview for purposes of evaluation 
of the assessment process by the treatment providers themselves, the following 
to request their email address. They then received an email with a link to the 
digital questionnaires. On a maximum of two occasions with one week in between, 
a reminder was sent to the participant to complete the questionnaires. When the 
questionnaires had not been completed following the sending of two reminders, the 
parents/guardians were approached by telephone to remind them yet again.
In the waiting room condition in Study One (February 2010), the parents/guardians 
of patients between 5 and 18 years of age were approached during the outpatient 
appointment for the child (n=95). They were given written information about the 
study and then asked if they would be willing to complete digital questionnaires 
in the waiting room following the appointment. These participants did not receive 
any reminders when they did not complete the questionnaires. Finally, for the 
evaluation of the assessment experiences of the participants in  Study One , a 
random selection of parents/guardians (n=35) and treatment providers (n=7) was 
interviewed by telephone. All of those approached agreed to be interviewed.
For Study Two, the parents/guardians of all new patients were approached in 
person immediately following registration with the Karakter Clinic in Nijmegen (The 
Netherlands) and asked if they would be willing to participate in a study on one 
occasion between June and December 2009 (n=81) and then again six months 
later. Those who indicated a willingness to participate were mailed more detailed 
information about the study with explanation of both the aims and importance of the 
research. This information was also sent to the parents/guardians before the second 
measurement occasion. In the end, 74 parents/guardians agreed to participate. The 
seven who did not agree to participate could either not be reached by telephone 
for further contact (n=5) or did not show up at intake (n=2). All of the participants 
provided their written informed consent. On a maximum of two occasions with one 
week in between, a reminder was sent to the participant to complete the online 
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Results
Response rates
In Study One, significantly more of the home group responded (58%) compared to 
the waiting room group (33%) [OR=2.9; 95%BI=(1.7;5.0), p<0.001]. However, more 
of the children in the waiting room group responded (100%) than in the home group 
(22%) [OR50; 95%BI=(2.7;917.5), p<0.001] (see Figure 1). When called for follow-
up evaluation of the research procedure, the non-responders cited the following as 
reasons for not completing the questionnaire: no time, too busy, impression that 
numerous questionnaires had already been completed for this mental health care 
organization, opinion on part of parents that children should not be burdened with 
the completion of a questionnaire. The reminder mails were found to more than 
double the initial response rate for the home group from 22% to 49% (p<0.001). 
Telephoning the non-responders in this group after sending them reminder mails 
further increased the response rate from 49% to 58%, which was nevertheless 
nonsignificant (p=0.08) (see Figure 2).
In Study Two, the responding of the parents on the second measurement 
occasion (35%) was significantly lower than on the first occasion six months prior 
(61%) (p<0.01) (see Figure 3).
For the two studies combined, significantly more parents (53%) responded than 
treatment providers (42%) (p<0.01) (see Figure 4). For the non-responders among 
the treatment providers, the reason for not responding was often that they had not 
seen the patient recently enough to accurately respond  — in their opinion  — to 
the questionnaire.
propositions were presented to them. 1) I found the amount of time and effort 
required to complete the questionnaire (per patient) to be large. 2) The completion 
of the HoNOSCA had or can have added value for my treatment practice.
All of the propositions were responded to along a five-point Likert scale ranging 
from completely not burdensome/useful/clear to very burdensome/useful/clear. 
Responses could be supplemented with additional comments.
Data analysis
For both studies, the response rate was calculated by dividing the number of responders 
by the number of individuals initially agreeing to participate. In determining the number 
of non-responders, a distinction was made between participants who explicitly indicated 
that they were not going to complete the questionnaire and participants who simply 
failed to do so.
The possibility of a non-response bias in the data was examined by inspection of the 
factors on which the responders and non-responders significantly differed from each 
other. Among the factors considered were age of the respondent, patient gender, family 
composition, and presence of psychopathology in the family other than on the part of the 
child or adolescent patient. Two-sided t-tests and chi-square tests were used to identify 
significant differences between the responders and non-responders. No correction was 
made for multiple testing.
Measurement burden was determined in terms of the mean, median, and response 
range for the following: objective measurement burden (i.e., number of minutes taken 
to complete the entire questionnaire), subjective measurement burden (i.e., perceived 
time and effort to complete questionnaire), perceived utility of questionnaire completion 
and clarity of the questionnaires (along a five-point Likert scale).
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Figure 2 Cumulative response rates of parents after reminding in home condition in Study 
One (absolute numbers)
 
* =p<0.08
Figure 3 Response rates of parents on  first and second measurement occasions in Study 
Two (absolute numbers)
*= p<0.01
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Figure 1a Response rates of parents in home versus waiting room conditions in Study One 
in absolute numbers.
*=p<0.001
Figure 1b Response rates of children in home versus waiting room conditions in Study One 
(absolute numbers)
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Perceived burden, utility, and clarity of questionnaires
Parents (n=35) experienced the completion of the questionnaires as useful and 
not burdensome; they also found them to be very clear (see Table 1). All of the 
treatment providers (n=7) perceived completion of the HoNOSCA as very useful, 
but the measurement burden was judged very differently by the different treatment 
providers (range 1-5). All of the treatment providers emphasized the importance 
of providing notice of planned measurement prior to the patient contact. They also 
emphasized the need to administer the HoNOSCA as close to contact with the 
patient as possible.
Table 1 Objective and subjective measures of questionnaire burden, utility, and clarity for parents of 
patients 
N Mean Median Range
Objective measurement of burden  
(in minutes)
Online at home 146 16 14 3 - 52
Waiting room 47 14 11 7 - 54
Subjective measurement  
of burden  
(scale of 1-5)
Study One 35 2 1 1 - 5
Perceived utility 
(scale of 1-5)
Study One 35 5 5 4 - 5
Perceived clarity 
(scale of 1-5)
Study One 35 5 5 5 - 5
Figure 4 Response rates of parents versus treatment providers in Studies One and Two 
(absolute numbers)
*= p<0.01
Testing for non-response bias
The parents of the children under the age of 12 years appeared to be more willing 
to complete the questionnaires than the parents of children older than this (p=0.02). 
There was a visible trend towards children from single-parent families completing 
the questionnaires less often than children from multi-parent families (chi square 
= 3.7; p=0.05). Further family composition did not affect the response rates of the 
parents. The gender of the child or adolescent patient did not affect the responding 
of the parents or patients when the patients were old enough to respond (i.e., 10 
years or older). There was insufficient data available to calculate the contributions 
of psychopathology on the part of parents, brothers, or sisters to the response 
rates for the parents and child/adolescent patients. In an analysis of a subgroup 
of 40 parents with children under the age of 6 years, however, psychopathology 
on the part of parents, brothers, or sisters was not found to significantly influence 
response rates (p=0.38).
0%
50%
100%
Parents Treatment
providers
Non-response
respons
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These rates have been found to vary from 50% to 78% with higher response rates 
when the treatment provider is asked to complete the questionnaire rather than the 
parents.9,13-14
Limitations and strengths of the present research
A possible limitation on the present research is that it was not a randomized 
trial. However, use of the same method of administration, namely completion of 
an online questionnaire,  reduced the amount of variance that could occur. The 
patients were all approached in the same period either at home or in the waiting 
room but otherwise completed the questionnaires in a similar manner. An additional 
strength of the present research is that all patients, parents, and treatment providers 
were asked to complete the questionnaires irrelevant of diagnostic or treatment 
phase for the patient and thus at random during the mental health care process. A 
possible limitation is that the research was conducted in a university clinic for child 
and adolescent psychiatry, which means that a bias towards higher response rates 
due to the higher social economic and educational backgrounds of the patients 
and greater willingness and interest to take part in research of all participants could 
be present. We only measured the effects of two response-enhancing activities 
(i.e., reminder emails and a reminder telephone call), moreover. Other response-
enhancing activities that have recently shown to be effective are shortening and 
personalizing the questionnaire, giving some reward for completion, omitting the 
word “questionnaire” from the subject line of the email, adding a photograph to 
the email, signing of the email by a female rather than a male, and pre-notifying 
respondent of questionnaire delivery via texting (for example).15-16   Possible means 
to enhance the responding of treatment providers are a small financial reward for 
Discussion
Response enhancing and diminishing factors
Response-enhancing actions in the present study appeared to be an online, home 
approach for parents, which included the sending of reminder mails, and having 
young children (children under the age of 12). The children who were old enough 
to respond (i.e., over the age of 10 ) responded more often in the waiting room 
condition than in the home condition. The questioning was perceived as useful, 
clear, and not burdensome by the parents and children over the age of 10.
Despite favorable  research conditions (i.e., extra personnel for the sending of 
reminder mails and making of phone calls) and despite questionnaire completion 
being perceived as not burdensome, responding was only mediocre. It is difficult to 
estimate the occurrence of bias due to low response rates, but there is nevertheless 
the risk that those who responded in our study are not completely representative 
of the population of children and adolescents receiving psychiatric care (i.e., 
response bias). The limited response rate found in our study thus raises doubts 
about the workability of questionnaire administration for the determination of quality 
indicators in child and adolescent psychiatry.
Other research in the field
This is the first study in the Netherlands to systematically measure response 
rates for the use of a basic set of performance indicators in child and adolescent 
psychiatry. As far as we know, there is also very little research comparable to the 
present research internationally. Response percentages have sometimes been 
calculated but then in studies with very different scientific purposes and/or cohorts 
selected differently than in the present research.9-14 In some cases, responses rates 
upon repeated measurement are also reported with respect to prior measurement. 
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Conclusion
The limited response rates found here clearly raise doubts about the use of 
questionnaires to gather information on the quality of care in child and adolescent 
psychiatry. The risk of unrepresentative results appears to be too great to allow us to 
draw firm conclusions from the results of questionnaire research. Even under very 
favorable research conditions (i.e., extra personnel for the sending of reminder of 
mails and making of reminder telephone calls), the responding of parents, children, 
and treatment providers was limited. This was particularly found to be the case on 
the second measurement occasion, which is of critical importance for the tracking 
of the treatment process and treatment outcomes.
The results of this research should provide an impetus for external parties in 
the field of mental health care to re-evaluate their overly demanding response 
percentages and the measurement methods that they currently require care 
organizations to use for quality documentation purposes. On the basis of empirical 
research and international reviews, it appears that the conditions under which a 
questionnaires are administered clearly influence responding. Further research 
is thus needed in the coming years to optimize quality assessment in child and 
adolescent psychiatry.
completion and regular, direct contact with them.17 It is thus important that these 
techniques be considered in future research on responding to questions to assess 
the quality of care and to calculate indicators of the quality of care.
Non response bias
While limited responding can possibly lead to distorted results, we found little 
indication of this. Only the parents of young children (<12 years) were found to be 
more likely to complete the questionnaires than the parents of adolescents. This 
could mean that fewer internalizing problems are reported than are actually the 
case as these problems are generally known to be self-reported more often during 
adolescence than in earlier childhood.
Treatment providers responded relatively less than parents, but the significance 
of this is not clear-cut. On the one hand, previous research has shown that 
low responding on the part of treatment providers need not necessarily lead to 
response bias because treatment providers tend to be a relatively homogeneous 
group with respect to knowledge, education, attitudes, and behavior. On the other 
hand, treatment providers can differ with respect to wanting to cooperate with 
other professionals and/or devote time and energy to research. The responding of 
treatment providers in a non-academic treatment setting could thus be even lower 
than in the present research.
Our research further showed psychiatric pathology on the part of parents for 
a subgroup of 40 parents with children under the age of 6 years to not make a 
difference for the extent of parental responding. We also found only a trend towards 
children from single-parent families completing questionnaires less often than 
children from multi-parent families. These results do not preclude the possibility of 
no response bias occurring whatsoever: It is always possible that other unknown 
factors have obscured things.
64
Chapter 3 Measuring quality of care in child and adolescent psychiatry: Easier said than done
65
3
c
h
a
pt
er
13 Green J, Jacobs B, Beecham J. 
Inpatient treatment in child and 
adolescent psychiatry - a prospective 
study of health gain and costs. Journal 
of Child Psychology and Psychiatry 
2007; 48(12): 1259-1267.
14 Hanssen-Bauer K, Heyerdahl S, 
Hatling T. Admissions to acute 
adolescent psychiatric units: a 
prospective study of clinical severity 
and outcome. International journal 
of mental health systems 2011; 5(1), 
doi:10.1186/1752-4458-5-1.
15 Edwards PJ, Roberts I, Clarke MJ, et 
al. Methods to increase response to 
postal and electronic questionnaires. 
Cochrane Database of Systematic 
Reviews 2009; 3.
16 Fan W, Yan Z. Factors affecting 
response rates of the web survey: 
a systematic review. Computers in 
Human Behavior 2010; 26: 132-139.
17 Geest JB van, Johnson TP, Welch VL. 
Methodologies for improving response 
rates in surveys of physicians. A 
systematic review. Eval Health Prof 
2007; 30: 303-21.
References
1 Janssen MMM, Wensing M, Deurzen 
P van, et al. Aanpassing en aanvulling 
van kwaliteitsindicatoren uit de 
basisset GGZ voor gebruik in de 
kinder- en jeugdpsychiatrie. [Changes 
and additions to basic set of quality 
indicators from mental health care for 
use in child and adolescent psychiatry] 
Ned Tijd Psych 2013; 55: 21-3.
2 Frojd SA, Kaltiala-Heino R, Marttunen 
MJ. Does problem behaviour affect 
attrition from a cohort study on 
adolescent mental health? European 
Journal of Public Health 2011; 21(3): 
306-310.
3 Lundberg I, Thakker KD, Hallstrom 
T. Determinants of non-participation, 
and the effects of non-participation on 
potential cause-effect relationships, in 
the PART study on mental disorders. 
Social psychiatry and psychiatric 
epidemiology 2005; 40(6): 475-483.
4 Bergman P, Ahlberg G, Forsell Y. Non-
participation in the second wave of the 
part study on mental disorder and its 
effects on risk estimates. International 
Journal of Social Psychiatry 2010; 
56(2): 119-132.
5 Ravens-Sieberer U, Gosch A, Abel 
T, et al. Quality of life in children and 
adolescents: a European public health 
perspective. Soz Praventivmed 2001; 
46: 294-302.
6 Gowers SG, Harrington RC, Whitton 
A, et al. A Brief Scale for measuring 
the outcomes of emotional and 
behavioural disorders in children: 
HoNOSCA. British Journal of 
Psychiatry 1999a; 174: 413-416.
7 Wijngaarden B van, Kok I, Kurt A, et al. 
Cliëntwaardering in de GGZ: verslag 
van een pilot. [Client satisfaction with 
mental health care: Report of a pilot 
study]. Utrecht: Trimbos-Instituut; 
2001.
8 Trimbos-instituut & GGZ Nederland. 
Cliëntwaardering in de GGZ: 
vragenlijsten en handleiding [The 
Trimbos Institute and Mental Health 
Care in the Netherlands: Client 
satisfaction with mental health care]. 
Utrecht: Trimbos-instituut; 2003.
9 Bejerot S, Ryden EM, Arlinde CM. 
Two-year outcome of treatment 
with central stimulant medication in 
adult Attention-Deficit/Hyperactivity 
Disorder: a prospective study. Journal 
of Clinical Psychiatry 2010; 71(12): 
1590-1697.
10 Infante M, Slattery MJ, Klein, MH. 
Association of internalizing disorders 
and allergies in a child and adolescent 
psychiatry clinical sample. Journal of 
Clinical Psychiatry 2007; 68(9): 1419-
1425.
11 Chen EYH, Tang JYM, Hui CLM. 
Three-year outcome of phase-specific 
early intervention for first-episode 
psychosis: a cohort study in Hong 
Kong. Early intervention in psychiatry 
2011; 5(4): 315-323.
12 Luukkonen AH, Rasanen P, Hakko 
H. Bullying behavior in relation to 
psychiatric disorders and physical health 
among adolescents: A clinical cohort of 
508 underage inpatient adolescents in 
Northern Finland. Psychiatry Research 
2010; 178(1): 166-170.
4 Routine Outcome Monitoring (ROM): Overshooting the mark?
 
Mijnke Janssen, Michel Wensing, Patricia van Deurzen, 
Ineke Cornelissen, Rutger Jan van der Gaag, & Jan Buitelaar
MGV 69 (2014)1,29-32
68
Chapter 4 Routine Outcome Monitoring (ROM): Overshooting the mark?
69
4
c
H
A
p
te
r
Background
Recently we conducted research on different methods of questionnaire 
administration in a university clinic for outpatient and nonresidential, day treatment 
in child and adolescent psychiatry (Janssen, Wensing,  van Deurzen, et al.,2013).
The administration procedure appeared to influence response rates on the part 
of parents,  patients (children and adolescents), and treatment providers. Response 
rates were nevertheless limited for all groups. We therefore concluded that doubts 
can be raised about the utility of using a questionnaire approach to assess the 
quality of child and adolescent psychiatric care.
We also recently showed treatment experts to predominantly prefer outcome 
indicators for the evaluation of provided care when presented an array of structure, 
process, and outcome indicators to choose from. This information was gathered 
using the same questionnaires currently required by insurers for the Routine 
Outcome Monitoring (ROM) of care (i.e., the Kidscreen, HoNOSCA, and Mental 
Health Care Thermometer).
Given these findings, it strikes us as important and justified that the two insights 
be brought together: Research showing low questionnaire response rates despite 
favorable research conditions and the external imposition of overly strict, overly 
broad ROM requirements.
The present plea is in keeping with the opinions of key figures in the field of Dutch 
psychiatry who conclude that benchmarking on the basis of ROM data is unjustified 
not only scientifically but also medically and ethically. The chief problems that 
they mention for the current comparison of performance across similar providers 
and thus benchmarking are selection bias, the presence of potentially distorting 
factors,  a fixed set of measurement instruments that is not suited for all patients/
problems, low questionnaire sensitivity, and increased care costs as a result of 
Abstract
In this plea, the implications of low response percentages documented in empirical 
research despite very favorable study conditions for the response percentages 
currently imposed on Routine Outcome Monitoring (ROM) within the field of child 
and adolescent psychiatry are spelled out. The required response percentages 
have given rise to heated debate in the past, the recent empirical results suggest 
that the overly stringent response percentages and methods required for ROM 
measurement in child and adolescent psychiatry indeed overshoot the mark. The 
measurement of quality of care for comparison purposes via the administration of 
a list of indicators to every patient should be replaced by more targeted sampling 
using a combination of structure, process, and outcome measures. In such a 
manner, an optimal  balance between measurement benefit and measurement 
burden can be achieved.
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Health Consultancy, 2010). The effects of ROM on the professional behavior of 
child and adolescent psychiatrists have yet to be examined (Carlier, Meuldijk, van 
Vliet et al., 2012). And the question is therefore whether we are on the right track for 
transparency and quality improvement with the use of ROM and the considerable 
investment of time, money, and effort that this requires. Or are we perhaps not 
smart enough to see the real utility of ROM? ROM certainly offers some promising 
possibilities for scientific research and treatment, but much more development and 
evaluation is needed for the effective use of ROM in daily practice.
Quality of care assessment versus benchmarking
Assessment  quality of care and ROM benchmarking for insurance purposes  are 
different matters. ROM is primarily aimed at the monitoring of treatment outcomes 
or benchmarking, which includes for instance information on patient satisfaction 
and quality of life. Important information provided by process indicators and thus 
information that has been shown to be essential for internal quality assessment and 
improvement is not delivered by ROM. Examples of such process indicators are 
the amount of time between registration and the start of treatment, the availability 
of folder material, and the presence of a treatment plan in the case files of patients. 
Process indicators are important because they are less sensitive to distorting factors 
than outcome indicators) and they can provide concrete information for quality 
improvement and intervention programs (e.g., waiting time between referral and 
treatment or implementation of best practices in treatment programming) (Grol & 
Wensing, 2006). 
Repeated measurement of the individual patient is characteristic of ROM as 
required today.   In addition, ROM is characterized by repeated measurements at the 
individual patient, while when using questionnaires for quality indication less frequent 
outcome measurements can suffice. Our research further suggests that the utility of 
often unnecessary and dubious copyright payments to commercial parties (van Os, 
Kahn, Denys et al., 2012).
The real objective of ROM
Let us start by clarifying the  notion of ROM, the background to ROM, the objectives 
of ROM, and the similarities and differences between ROM and quality of care 
assessment. ROM means the routine collection of responses to questions asked 
of patients or their parents/guardians and treatment providers with regard to the 
course of treatment and/or the severity of complaints. This creates the possibility of 
jointly evaluating treatment. It can sometimes be the case that important information 
about the improvement or worsening of the condition of the patient is not seen or 
heard by the treatment provider, for example. When ROM information is collected 
prior to the initiation of a treatment plan, this measurement in conjunction with 
subsequent measurement can be used to evaluate the effectiveness of ongoing 
treatment.
By tracing individual treatment courses and placing these next to the average 
course of treatment for a reference group in a graph (for example), disappointing 
results can be detected in an early stage. The ROM figures collected at the start 
of treatment can also be used to calculate the Expected Treatment Response 
(ETR), and the expected course of treatment can then predicted on the basis of 
this information. This is comparable to the use of growth and weight curves for 
infants seen at public health centers, which is routinely done for virtually all children 
in the Netherlands.
While the preceding possibilities appear attractive for improving treatment 
trajectories and making them more efficient, it has not been possible to demonstrate 
this empirically yet. The effects of ROM in adult psychiatry are modest at best 
(Knaup, Koester, Schoefer et al., 2009). And obtained at considerable cost (BS 
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Regulations: Overshooting the mark?
For effective ROM, the following criteria must be met: the course of the symptoms 
must be measured; the assessment/monitoring process must be user-friendly; and 
the measurement must be tailored to the disorders and symptoms of specific groups 
of patients. The currently required measurement instruments do not meet these 
criteria for child and adolescent psychiatry. The required responses percentages, 
measurement moments, and set of instruments are primarily dictated by the desire 
of external parties to use the ROM information for purposes of benchmarking 
purposes, but the available ROM information overshoots the mark.
The question that then arises is:  Where do we want to go with ROM and quality 
of care assessment within the field of child and adolescent psychiatry? If the aim of 
insurers and care organizations is simply to see that ROM is conducted and they 
are thus searching for means to stimulate and speed the occurrence of this, then 
incorporation of a streamlined version of ROM into the standard audit rounds that 
already occur should be sufficient. The response rates required today have been 
shown — in light of our recent research  — to be otherwise unfeasible. The only 
organization that has managed to meet the required ROM response percentage 
frankly admits that the management drove the organization in the direction of high 
response rates without further attention to the utility of the collected information for 
personnel or other purposes. With less frequent but more thorough measurement 
(i.e., attention to treatment structure, process, and outcome),  there is little need for 
rigidly dictated response percentages and measurement moments.
As organizations become less concerned with response percentages and strict 
rules regarding measurement moments and instruments, attention can shift to the 
best way to interpret and use ROM data. This is, after all, the primary interest: 
Not the collection of the data itself but, rather, the use of the data to monitor and 
adjust the course of treatment and thereby enhance the quality of care. Only then 
ROM for quality assessment in general and benchmarking in particular is limited by 
the marginal response rates found for patients, parents, and treatment providers 
— even under optimal research conditions (Janssen, Wensing,  van Deurzen, et 
al., 2013). The eloquence of ROM results for evaluation of the quality of care thus 
appears to be greatly limited by the use of a questionnaire method of data collection
The demands that insurers are currently imposing on care organizations 
with respect to ROM and particularly the sanctions imposed  (which can run into 
the millions) have brought the originally praiseworthy intentions motivating the 
development and use of ROM into serious danger. Insurers dictate the response 
rates to be met at pre- and post-testing; they stipulate the measurement instruments 
to be used; and they rigidly fix the measurement points. Measurement must be done 
in terms of diagnosis-related groups( DRG) and activity-based costing (ABC) (i.e., 
information on the Dutch diagnostic treatment combination [Diagnose Behandel 
Combinatie (DBC)] . Initial measurement  must be conducted a maximum of three 
months after the start of treatment and final measurement a maximum of three 
months prior to the end of treatment or three months after the end of treatment. 
And while ROM was specifically  developed to monitor the process of treatment, 
experience shows that the rigidly set measurement points generally do not fit with 
the course of most treatment in child and adolescent psychiatry. With the external 
imposition of measurement moments, both patients and treatment providers do not 
get the information that is needed at the points in the treatment process when the 
information is needed. Critical moments are when the treatment plan is reviewed 
and possibly revised but also when deciding whether to continue treatment or not. 
In actual practice, the assignment and removal of diagnostic treatment codes does 
not run parallel to the course of treatment. A new diagnosis or a second and possibly 
third diagnosis may be added during the course of treatment, for example and 
diagnoses may change.
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is the audit and feedback cycle complete and the expended effort and investment 
legitimate. Outcome measurement aimed solely at meeting the requirements of 
external parties should thus be as limited as possible.
The results of our research on quality indicators in child and adolescent 
psychiatry provides an impetus for revision of the rigid response percentages 
and measurement methods currently imposed by external parties in child and 
adolescent psychiatry. The measurement and comparison of quality of care simply 
via the administration of a list of indicators per patient should be replaced by more 
targeted sampling using a mixture of structure, process, and outcome measures 
to realize a functional balance between measurement benefit and measurement 
burden.
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Background 
A number of years ago, the Routine Outcome Monitoring Consortium for Child and 
Adolescent Psychiatry (ROMCKAP in Dutch) was established. This consortium is 
a collaboration between child and adolescent psychiatric treatment centers and 
academic centers of expertise. One of the aims of the consortium is to improve 
evidence-based treatment in child and adolescent psychiatry via the introduction of 
ROM to support the primary treatment process. To do this, it was and is important 
that the ROM measurement process be organized in such a manner that the load 
for patients and other relevant individuals be kept to a minimum. The conduct of the 
ROM within the collaboration has a number of advantages including the combining 
of forces, the sharing of costs, the possibility to compare results, and the capacity 
to optimally involve stakeholders in the treatment process and thereby justify the 
spending of their funds.
In the following, the development of ROM at  an expert center for child and 
adolescent psychiatry in the Netherlands (Karakter) is discussed. The center is part 
of the ROMCKAP consortium  The center is part of the ROMCKAP consortium and 
specializes in the treatment of complex child and adolescent psychiatric disorders 
but offers diagnostic and treatment services for all child and adolescent psychiatric 
disorders. Diagnosis can take place in the home or at the clinic on an outpatient 
or inpatient (crisis) basis. Some 8000 patients are seen per year, with 4500 of 
these new. Training, education, and scientific research are an important part of the 
organization in addition to the treatment: The university cluster within the center, 
with two professors working a the UMC St. Radboud  (Nijmegen, The Netherlands) 
and the Knowledge Center Karakter (KCK), plays a leading role in the innovation of 
treatment and conduct of clinically-based research at the center.
The context for the introduction of ROM was the desire to monitor treatment 
Abstract
In child and adolescent psychiatry,  Routine Outcome Monitoring (ROM) has the 
prospect of improving patient care and treatment but also facilitating scientific 
research. At the same time, ROM poses major methodological and ethical dilemmas 
for treatment providers and researchers with the imposition of rigid administration 
requirements (1) . To find a workable combination of possibilities and requirements 
for the use of ROM in child and adolescent psychiatry, the specific features will be 
considered. Special attention is paid to the manner in which the bottlenecks have 
been tackled  at an expert  center for child and adolescent psychiatry, against the 
background of national developments in the use of ROM.
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problems. When the ROM figures are to be used to recommend changes, it is 
not obvious which respondent should be listened to or which perspective should 
be adopted to establish the golden standard for an organization.
Possibilities of ROM
Enhance individual treatment
In child and adolescent psychiatry today, ROM is being used to increase the 
transparency of the treatment process. ROM allows treatment providers, parents, 
and patients to jointly and simultaneously evaluate and gain insight into treatment 
results. This, in turn, allows both the patient and parents to be more actively involved 
in the treatment process. Systematic and regular feedback from patients and parents 
during the course of treatment also makes the assessment of treatment progress 
less dependent on only the observations of the treatment provider; that is, the 
possibility of the treatment provider missing important aspects of the improvement 
or decline in the functioning of the patient can be avoided with ROM from different 
perspectives.
It is also expected that the collection of ROM information from the patient and 
parents prior to consultation can proactively prompt them to consider what is going 
well and what can go better prior to contact with the treatment provider. And in such a 
manner, the consultation and contact with the treatment provider can be made more 
efficient and hopefully effective. In order to accurately interpret ROM results and 
clearly communicate these, Roosma (7) has outlined a number of steps for providing 
feedback. In order to strengthen the solution-oriented nature of the contact with the 
patient, moreover, the ROM outcomes can be weighted for relative importance and 
an action orientation on the part of patient and parents be encouraged.
more systematically, stimulate the development of ROM for child and adolescent 
psychiatry, and expand the research possibilities provided by ROM. An important 
starting point for the use of ROM is not only the determination of treatment outcomes 
but also the use of ROM data to monitor the course of treatment.  By making ROM 
part of the treatment process, treatment plans can be adjusted as needed during 
the course of treatment. The question, of course, is whether the use of ROM as 
part of the process of child and adolescent psychiatric treatment leads to better 
outcomes.
While the costs are considerable (2), the effects of ROM in adult psychiatry 
have been found to be modest at best (3). In the quest for effective, practice-based 
implementation of ROM described in the international literature, moreover, it stands 
out that the effects of ROM in the area of child and adolescent psychiatry have yet 
to be documented (4). The HONOSCA (5) appears to be a suitable measurement 
instrument for child and adolescent psychiatry (6). Its use takes time, but it offers 
considerable insight. Sufficiently systematic and high quality research on the use 
of the HONOSCA in child and adolescent psychiatry has yet to be conducted, 
however.
 And the implementation of ROM in child and adolescent psychiatry has a 
number of unique  features.
●	 One can speak of a more diverse range of patients than in adult psychiatry. The 
age range of 0-18 year covers babyhood to young adulthood.
●	 The family and school typically play an important part in the diagnosis and 
treatment of the child or adolescent. The perspectives of the treatment provider, 
patient, parents, and school must therefore be taken into consideration using 
the ROM system without taxing any of these parties too much.
●	 While the differences in the perspectives of patients and parents can be very 
informative for treatment providers, such differences can also give rise to major 
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patients and thereby calculate ETRs for specific patients in the future.
Facilitate scientific research
Child and adolescent psychiatry is working in a variety of manners to build a bridge 
between ROM and scientific research. The introduction of ROM has provided 
an impulse for the more structured and systematic collection of  both treatment 
and patient) data. In such a manner, cohorts can be created for pre- and post-
intervention measurement (i.e., measurement at intake and then again at follow-
up). This information provides the basis for clinically-oriented scientific research. 
ROM can thus contribute to not only the professionalization of child and adolescent 
psychiatry but also to making child and adolescent psychiatry more evidence-
based.
The establishment of ROM cohorts also makes etiological research possible. 
Given cohorts of sufficient size, moreover, prospective research ( in subgroups can 
be compared, followed over time) can be conducted as well.
The introduction of ROM calls for refinement of the relevant measurement 
instruments for use with specific age groups. Little attention has been paid, 
however, to which ROM instruments are most suited for use with young children 
(i.e., children under the age of 4 years). On the basis of the frequent diagnosis and 
treatment of a specific group of patients, existing ROM instruments can be refined 
and developed.
The collection of ROM data can be used to establish reference patterns for 
the course of treatment and thereby provide us with the information needed to 
determine the ETR for a specific organization, disorder and, on the basis of this 
information, for a specific patient.  And finally, comparison of ROM results for 
various treatment processes and achievements can help us formulate best practice 
information for disorders and organizations.
By charting the individual course of treatment in relation to known patterns of 
treatment for specific reference groups, disappointing results can be detected early 
on. This method of monitoring is similar to the method used by public health centers 
to monitor the height and weight of children (i.e., their development using so-called 
growth charts).
Even at the start of treatment, ROM information can be used to calculate the 
expected treatment response (ETR). This information can then be used to help 
predict the expected course of treatment (http://scottdmiller.com) (8). Further 
research is still needed to obtain the references information needed to calculate the 
ETRs in terms of the clinical characteristics of large number of patients in child and 
adolescent psychiatry.
Enable analyses of treatment effectiveness at the level of the group
With the collection of ROM information, the course of treatment for large groups 
of patients can be followed. The data can be aggregated in a variety of manners, 
allowing the effectiveness of treatment to be examined from multiple perspectives. 
The data can be examined  — for example  —  from the perspective of the presence of 
a particular disorder (e.g., autism spectrum disorder, anxiety disorder),  a particular 
treatment approach (e.g., different forms of cognitive behavior therapy), a particular 
age (e.g., infancy, adolescence), or  a particular informant (e.g., parents, children, 
teachers). Our experiences with such ROM data analysis at the level of the group 
in child and adolescent psychiatry can also inform other medical sectors (e.g., 
pediatrics, geriatrics, where a variety of informants is also usually used). Analysis 
of ROMR data at the level of the group can also help determine which therapies 
produce a reduction in the number of bed days in residential clinics. And, as already 
mentioned, the systematic collection of large amounts of ROM data will allow us 
to map the treatment courses (and treatment outcomes) for various populations of 
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The CBCL has 118 specific questions about emotional and behavior problems 
along with 2 open questions addressing any other problems. Following intake, the 
CBCL is administered every three months in order to trace the course of problems. 
For the parents of children from the age of 8 years, the Intake Questionnaire, 
the CBCL, and the Kidscreen-27 are administered three weeks prior to actual 
intake. The CBCL provides information on the behavior and emotional problems 
of the patient. The CBCL also provides a picture of how different parties perceive 
the problems of the patient. The Kidscreen-27 (10) measures the health-related 
quality of life for children from the age of 8 years. The parent report version of the 
Kidscreen is used with younger children who are nevertheless over the age of 
7 and the 27-item self-report version is used with older children. Following initial 
measurement, the Kidscreen-27 is administered every three months to follow the 
course of the patient’s quality of life. This monitoring stops a maximum of three 
months following discharge or termination of treatment.
Prior to actual implementation of the ROM measures in our center, the 
questionnaires and ROM software were pilot tested at a single location within the 
organization.
Pilot testing
The pilot testing of the materials and approach took a few months. This revealed 
a number of minor problems for which solutions were then sought. Two training 
procedures were developed to familiarize users with the software: One training for 
secretarial staff and one for treatment providers. Public relations materials were 
also written to inform the parents of patients about the new manner of working. And 
a central mailbox was created for the processing of all incoming mail.
The pilot results showed the response rate of parents upon initial measurement 
to be high. Response rate on the subsequent measurement occasion was visibly 
Method of ROM measurement at Karakter, an expert 
center for child and adolescent psychiatry in the 
Netherlands.
Choice of software and questionnaires
At the Karakter center for child and adolescent psychiatry, software was purchased 
that allows for the quick integration of additional measurement instruments into 
the program and thus a flexible ROM system. In such a manner, measurement 
instruments can be quickly attuned to new developments in the center’s treatment 
programs. The ROM software can also be connected to the electronic patient file. 
The treatment provider can then — after completion of a short, hands-on course 
— easily call upon ROM outcomes during treatment consultation or discussion of 
treatment plans. We hope in the future to make the ROM data a permanent part of 
the treatment plan: Patients, caregivers, teachers, and other personnel can then be 
authorized to access the ROM information, as appropriate.
For the digital ROM, a number of measurement instruments are routinely 
administered to patients every three months. Other instruments are completed 
online by the parents/guardians. For each patient, a measurement schedule that 
depends on the age of the patient is established.
For the parents of children through the age of 7 years, an Intake Questionnaire 
[Intake Vragenlijst Karakter], the Child Behavior Checklist (CBCL) 6-18, and the 
Child Behavior Checklist (CBCL) 1.5-5 (9) are administered three weeks prior to 
actual intake. The Intake Questionnaire consists of approximately 100 questions 
aimed at gaining information on family composition, school being attended by the 
patient, course of the mother’s pregnancy and delivery of the patient, health and 
development of the patient, and incidence of illnesses in the family. The CBCL 1.5-
5 is a questionnaire that asks parents about the skills and behavior of their child. 
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Behandel Combinatie (DBC)]): intake measurement must occur no more than three 
months prior to or after the first treatment session for a particular diagnosis. In actual 
practice, however, the assignment of a diagnostic code does not run parallel with 
the treatment process. The ROM measurement instruments prescribed by external 
parties are mostly aimed at the benchmarking of organizations. The prescribed 
measurement instruments not only take more time to complete than other available 
measurement instruments; they are also less oriented towards the measurement 
of ongoing change and thus — in our opinion  — less suited for quality assessment 
purposes than other instruments.
For the ROM of adolescents, the completion of the CBCL and Kidscreen by 
only their parents is currently required.  From a treatment perspective, this choice 
is inappropriate. The Kidscreen and/or CBCL should also be completed by patients 
from these adolescents  in order to detect the presence of internalizing problems 
among other things.
Maintenance of the current ratio of fixed measurement instruments in relation 
to space for innovation via the incorporation  of new measurement instruments 
is essential in our opinion. External parties, however, are planning to expand 
obligatory ROM measurement to include what more frequent assessment, which 
means that the aforementioned flexibility is being threatened. The challenge is 
to maintain sufficient freedom for ROM development within the field of child and 
adolescent psychiatry while still meeting the nationally imposed requirements. With 
the maintenance of a significant degree of freedom, the risk of collecting only ROM 
data for external parties can be kept to a minimum. Otherwise, the gathering of 
ROM data may only impede the further development of scientific research within 
the field of child and adolescent psychiatry and, for example, the use of additional 
measurement instruments in randomized controlled trials.
lower. The secretarial staff had to exert a considerable effort to convince the parents 
to still respond. The coming months will show us what the effects of these efforts 
have been on the responding of external parties.
Reflection on choices made at the center
The organization of the digital ROM as previously described has a number of 
advantages. By opting for a streamlined, automated, standard package for use with 
all patients, the demands of insurers could be met. This also allows us to establish 
large and varied research cohorts. Additional instruments can be incorporated 
into the software application for the measurement of specific patient groups, 
departments, and treatment programs.
The workload has proven acceptable for the secretarial staff in part because 
a large portion of the administration and registration of information is automated. 
Intensive checking of the measurements is nevertheless still needed. By having 
the children over the age of 8 years complete the brief quality-of-life questionnaire 
(Kidscreen-27) upon repeated measurement and only the relatively long CBCL at 
intake, the response load for parents has been limited to 10 minutes per round of 
data collection at most.
Remaining bottlenecks and challenges
Child and adolescent psychiatry is currently in a difficult position. It is a sector in 
which everything is being done to make the black box of treatment less opaque. 
This requires time and patience. External parties are imposing requirements with 
regard to ROM response rates and with regard to the types of measurement 
instruments to be used in child and adolescent psychiatry. All of this must be done 
in the manner dictated by the Dutch system of diagnosis-related groups (DRG) 
and activity-based costing (ABC) (i.e., diagnostic treatment combination [Diagnose 
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To conclude
In order to optimally put ROM to use within an organization, both time and money 
must be invested. Halfway through the year 2011, a ROM Steering Group and 
ROM Project Group were established at the Karakter center. These groups are 
currently working on the development of ROM from a project to a program basis. 
With sufficient embedding of ROM within the organization, we expect that greater 
attention can and will be paid to training treatment providers to incorporate ROM 
into treatment trajectories and thereby facilitate the greatly needed research on the 
use of ROM in child and adolescent psychiatry.
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Background
Attention Deficit Hyperactivity Disorder (ADHD) is a common neurodevelopmental 
disorder with an estimated worldwide prevalence of about 5% in children and 
adolescents. ADHD is characterized by an enduring pattern of inattention, 
hyperactivity and impulsiveness and has a high persistence over adolescence into 
adulthood [1]. In the majority of patients ADHD is complicated by the presence of 
co morbid disorders. A challenge, however, is to get patients quickly into adequate 
treatment after detection and referral to mental health care.
The most often offered evidence based treatment for children and adolescents 
with ADHD is prescription of immediate-release or extended release psycho 
stimulants or non-stimulant medication (atomoxetine). Medication treatment is 
mostly preceded by psycho education and maybe combined with behavioral 
parent training, which is recommended by evidence based clinical guidelines [2].
The various ADHD guidelines advise differently on the preferred order of available 
evidence based treatment and which professional is to provide this care. The 
NICE ( National Institute for health and Care Excellence)  does not recommend 
starting medication for children and adolescents with mild ADHD and it adopts a 
very clear vision that primary care providers should refer patients for diagnosis or 
start treatment [3]. The AACAP (American Association of Child- and Adolescent 
Psychiatry) recommends starting medication, preceded by psycho-education and 
when needed combined with behavioral  treatment. In the guideline the AACAP 
speaks of “clinicians” as the central caregivers without further specification [4]. 
The American Association of Pediatrics recommends  starting medication and/
or evidence-based parent- and/or teacher-administered behavior therapy as 
treatment for ADHD, preferably both. The primary care physician plays the central 
role in diagnosing and treating ADHD in children and adolescents in this guideline. 
Abstract
Background: Implementation of clinical guidelines for diagnosis  and treatment 
of Attention Deficit Hyperactivity Disorder (ADHD) in children and adolescents is a 
challenge in practice due to insufficient availability of mental health specialists and 
lack of effective cooperation with primary care physicians. The Tornado Program 
aims to reduce time between referral and start of treatment in eligible patients. This 
study aims to assess the effectiveness and efficiency of this program.
Methods/Design: This is a non-randomized controlled before-after study involving 
90 outpatients (6-18 years old) suspected of uncomplicated ADHD, which were 
recruited by 10 mental health teams. The Tornado program, provided by three 
teams, combines accelerated-track diagnosis and treatment planning. This is 
followed by psycho-education at a mental health centre and pharmacological 
treatment by primary care physicians, who received an online e-learning module 
for this purpose. The control-group consists of patients of seven other teams, who 
receive care as usual. Primary outcome is the patients’ time between referral to 
the mental health or pediatric center and start of treatment. Secondary outcomes 
include severity of ADHD symptoms; functional status; health-related quality of life; 
treatment adherence; indicators of  diagnostic procedures and treatments; patient, 
parent and professional experiences and satisfaction with care and an economic 
evaluation. The study is powered to detect a difference of 36 days.
Conclusion: This study will provide insight into the effectiveness and efficiency of 
the Tornado program, a accelerated-track program in mental healthcare.
Trialregistration: Nederlands Trial Register NTR2505 (www.trialregister.nl). 
Source of Funding: ZonMW  80-82315-97-10002
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interventions in the second of third line (aftercare).  Collaboration arrangements and 
distribution of tasks between professionals differ vastly per region, probably caused 
by the availability of the various disciplines [11]. Furthermore, not all pediatricians 
diagnose and treat children and adolescents with ADHD.  
In other countries as well new ways for effective organization of the diagnostics 
and care for child and adolescent mental health are being proposed and studied. 
For instance, in the UK a systematic review concluded some preliminary evidence 
that treatments by specialist staff working in primary care were effective, although 
the quality of included studies was variable and no data were available on the 
cost-effectiveness of interventions. Equally, some educational interventions 
showed potential for increasing the skills and confidence of primary care staff, 
but controlled evaluations were rare and few studies reported actual changes in 
professional behavior or patient health outcomes. A significant program of research 
was recommended if the potential for child and adolescent mental health services 
in primary care is to be realized in an effective and efficient way [10]. The Tornado 
program study builds on this previous study. 
We felt that neither quick increase of the psychiatric work force nor nationwide 
education of primary care physicians would be feasible and efficient approaches 
to better implementation of the ADHD guideline. Although the guidelines advise 
no mediation treatment to be conducted by primary care physicians, good and 
practical methods to involve primary care physicians in the treatment of children 
and adolescents with uncomplicated ADHD is important for several reasons. 
Primary care physicians already have a lot of experience with the treatment and 
structures guidance of patients with a variety of psychiatric disorders and other 
chronic diseases. They are also familiar with the care for entire families. When 
family doctors could play a more important role in the treatment of uncomplicated 
ADHD of children and adolescents, the mental health specialist would be able 
The AAP considers relegating mental health conditions exclusively to mental health 
clinicians a non-viable solution for many clinicians, because in many areas access 
to mental health clinicians to whom primary physicians can refer patients is limited 
[5]. The Dutch national multidisciplinary guideline for the assessment and treatment 
of ADHD in children and adolescents recommends starting medication, preceded 
by psycho-education and when needed combined with behavioral  treatment. 
They advise ADHD to be diagnosed and treated by secondary care mental health 
specialists (child psychiatrists and psychologists) and pediatricians [6].
There are several problems in daily practice for the implementation of these 
recommendations, resulting in delayed start of recommended treatment for many 
patients.  The large numbers of children referred to specialist care result in long 
waiting lists in mental healthcare [7].  Many primary care physicians  perceive 
pressure to make an initial diagnosis and start treatment. For instance, parents 
sometimes are being urged by the school of their child to seek clinical referral 
and medication treatment to safeguard placement of their child in the regular 
school system. Overall, primary care physicians are involved in about half of all 
ADHD cases where medication is given; they start medication in between 6 and 
20 per cent of all such cases [7].  Primary care physicians write 61% of the repeat 
prescriptions methylphenidate of children in the Netherlands. In 20% of these cases 
no systematic follow-up is done [8]. Over diagnosing of ADHD as well as inadequate 
medical treatment and a shortage of systematic after care are well known problems 
in primary care [9, 10]. Most primary care physicians consider themselves not 
sufficiently competent to take over the medication treatment of children and 
adolescents who first have been successfully regulated by the medical specialist. 
They miss synchronization of the cooperation between them and professionals of 
the second and third line. There is a lack of not only instructions for referral when 
ADHD is suspected, but also of instructions for monitoring ADHD medication after 
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The key objectives are:
1)  Examine the effect of the Tornado ADHD implementation program on time 
between referral from primary care and start of the treatment in mental 
healthcare, compared to usual care.
2)  Examine the effectiveness regarding ADHD symptoms, functional status, 
health-related quality of life, treatment adherence, client experiences, guideline 
adherence of the professional, costs and utilities, compared to care as usual.
Additional research questions are:
1) How do the professionals perceive and evaluate the program, particularly with 
respect to referral process (forth and back) between the general practitioners 
and specialists, compared to usual care? 
2) Do the primary care physicians involved in this program believe they are 
competent to prescribe and monitor ADHD medication? How do they evaluate 
the online course about prescribing and monitoring medication for ADHD?
Study design
This is a non-randomized pragmatic evaluation with a comparative before-after 
design. The clusters comprise ten treatment teams at nine different locations. Given 
the requirements of organizing the Tornado program, it was not possible to allocate 
the program randomly to treatment teams.
This study received approval from the Medical Ethics Committee of the Radboud 
University Medical Centre, Nijmegen, the Netherlands.
to focus  more on patients with complicated ADHD, for example those with other 
psychiatric problems (44%) [10].
The Tornado Program makes an effort to combine evidence based guidelines 
with a more practical approach to organize the care for children and adolescents with 
uncomplicated ADHD. In this program the diagnoses are made by secondary and 
tertiary line specialists, as proposed in the 2005 Guideline, the risk for under- and over 
diagnosing is therefore probably diminished. The medication (methylphenidate) will 
be prescribed and monitored according to guideline recommendations, due to the 
targeted education for general practitioners in how to prescribe and monitor ADHD 
medication. This education will probably also have a positive effect on primary care 
physicians’ feeling of competence regarding prescribing and monitoring medication 
for ADHD. The division of patients between first, secondary and tertiary diagnosing 
and treatment facilities will be more balanced, resulting in a diminishing of the 
waiting lists of the Youth Mental Health institutions.
Aim of this study
The aim of the Tornado Program is to shorten the patients’ time between referral 
and start of recommended treatment by a one-day-to-diagnose service in mental 
healthcare and tailored professional education to facilitate the involvement of 
primary care physicians. The presented study aims to determine the effectiveness 
and efficiency of the Tornado Program for uncomplicated ADHD in children and 
adolescents compared to usual care.
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Interventions to be implemented:
As recommended by the multidisciplinary ADHD guideline[6], the following 
procedures are implemented in the Tornado Program:
1) triage of referred patients to confirm the suspicion of uncomplicated ADHD. 
2) compact procedures for diagnostic process (shorter than current usual care). 
3) start of appropriate medication treatment and. 
4) systematic monitoring and follow-up of the treatment results.
5) focused parent training in 4 sessions in the treatment center.
6)  tailored professional education for primary care physicians  who have referred 
a patient.
Each primary care physician who refers a patient to the Tornado Program will 
be invited to fulfill the accredited e-learning module on ADHD for GPs before the 
treatment of his/her first enrolled patient starts.
Implementation strategy: Tornado Program
In the ADHD Tornado Program, the registration coordinator of the psychiatric 
outpatient clinic selects patients with presumably uncomplicated ADHD on referral. 
The primary care physician of these patients is invited to participate in a tailored one-
hour online accredited course with information about ADHD and the prescription and 
monitoring of methylphenidate by the primary care physician . Children and their 
parents are informed about the proposed short diagnostic process of this program 
and the fact that the medication (when advised after intake) will be prescribed and 
monitored by their primary care physician.
Participants 
The caregivers population consists of primary care physicians, psychiatrists, 
psychologists and pediatricians involved in diagnostics and/or treatment of children 
and adolescents with ADHD in the provinces Gelderland, Overijssel and the east of 
Noord-Brabant in The Netherlands.
The patient population consists of children and adolescents (6-18 year-olds) 
referred with suspicion of uncomplicated ADHD to a child mental health center or 
pediatrician. ADHD patients with psychiatric co-morbidity and/or family problems 
that required clinical interventions for co morbidity and/or family problems were 
considered to be complicated ADHD, and were excluded from the study . Directly 
after referral to mental healthcare, they are invited to participate. Their parents/
caregivers are also involved in the study, as well as the involved professionals 
(GPs, psychiatrists, pediatricians, secretaries) of the Tornado ADHD program and 
CAU. 
Characteristic of the (sub-)group of patients, targeted in this proposal, is 
uncomplicated (no severe co morbidity and/or severe family problems) ADHD 
(Attention Deficit Hyperactivity Disorder) in children and adolescents (6-18 year-
olds).
Patients are recruited in mental health centers. Eligibility criteria for the centers are 
treatment facility for children and adolescents with uncomplicated ADHD, and the 
included centers represent a variability of secondary healthcare centers involved 
in usual ADHD care in The Netherlands. The centers vary in yearly number of 
attending patients . Eligibility criteria for care providers on the locations are a 
professional qualification (child and adolescent psychiatrist, pediatrician, mental 
healthcare psychologist) and experience in the diagnostics and/or treatment of 
ADHD. Eligibility criteria for the general practitioner are the location of the practice.
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center and start of treatment. We will examine the time between referral and start 
treatment (T1 and T4, see table 1).
 
Table 1 Participant flow, time points, questionnaires, and respondents 
 Study group Tornado n= 90 Control group care as usual n= 90
Timepoints child	(if	≥	10 years)
Parents/
caregivers
Professional 
(psychiatrist 
(T2) and 
general 
practitioner 
(T4 and T7))
Child  
(if	≥	10	
years)
Parents/
caregivers
Professional 
(psychiatrist or 
pediatrician)
T1 = referral 
HoNOSCA ADHD-RS  HoNOSCA ADHD-RS
 
Kidscreen HoNOSCA  Kidscreen HoNOSCA
EQ-5D
Kidscreen  EQ-5D Kidscreen
EQ-5D   EQ-5D
Extra questionsa   Extra questionsa 
T2 = intake and 
start diagnostic 
process 
HoNOSCA ADHD-RS ADHD-RS HoNOSCA ADHD-RS ADHD-RS
Kidscreen
HoNOSCA CGI Kidscreen HoNOSCA HoNOSCA
Kidscreen HoNOSCA  Kidscreen
CGI
EQ-5D   EQ-5D
T3 = consultation 
and end of 
diagnostic 
process 
GGZ-
thermometer
GGZ-
thermometer  
GGZ-
thermometer
GGZ-
thermometer  
T4 = start 
pharmacotherapy 
HoNOSCA ADHD-RS ADHD-RS HoNOSCA ADHD-RS ADHD-RS
Kidscreen
HoNOSCA CGI Kidscreen HoNOSCA HoNOSCA
Kidscreen   Kidscreen
CGITic-P   Tic-P
EQ-5D   EQ-5D
T5 = 6 weeks 
after start 
pharmacotherapy 
HoNOSCA ADHD-RS  HoNOSCA ADHD-RS
 
Kidscreen HoNOSCA  Kidscreen HoNOSCA
Morisky Kidscreen  Morisky Kidscreen
 
Morisky   Morisky
EQ-5D   EQ-5D
T6 = 9 months 
after T1 
Morisky Morisky  Morisky Morisky
 
HoNOSCA HoNOSCA  HoNOSCA HoNOSCA
Kidscreen Kidscreen  Kidscreen Kidscreen
EQ-5D EQ-5D  EQ-5D EQ-5D
When the primary care physicians, parents and patients older than 10 years old 
agree to participate in this program, a one-day diagnostic assessment  is executed 
in a psychiatric outpatient clinic for children and adolescents. At the same time, 
the outpatient clinic invites the primary care physicians to participate in a one-
hour online course about ADHD. The main themes of this course are information 
about the characteristics of ADHD and how to start methylphenidate, monitor and 
deal with (side) effects of this  medication. When patients return to their primary 
care physician with the diagnosis uncomplicated ADHD and a treatment advice, the 
primary care physician starts and monitors the methylphenidate. Parents receive 
psycho education in the outpatient clinic.
Control condition
Usual care exists of a standard diagnostic assessment following the Dutch guidelines, 
medication treatment (methylphenidate) when indicated after diagnosing. This 
medication is started and continued by the medical specialist. Psycho education 
for parents is provided within secondary care.
The Tornado Program is implemented in three treatment teams: two teams in 
a specialized center for child and adolescent psychiatry and one team in a mental 
health care center. The control condition with usual care consists of six outpatient 
child and adolescent psychiatric clinics and one pediatric clinic.
Measures
The key aim of the Tornado Program is a reduction of time between referral and 
start treatment for patients.
The primary outcome of the study is time between referral to the mental health 
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is the principal measurement tool, self-rated and parental rated versions of 
HoNOSCA have also been developed and will be used in the present study.
3) Health-related quality of life. The Kidscreen-10 is a parent- and self-report 
questionnaire with 10 items to assess global health-related quality of life for 
monitoring use [16].
4) Treatment adherence. The Morisky Adherence Scale provides a brief 
screening of adherence with treatment [17]. This scale has four items with 
dichotomous (yes/no) response options. The sum of ‘yes’ responses provides 
a total score of non-adherence. The scale has been used extensively among 
patients with varying medical conditions, including psychiatric disorders.
5) Patients and parents experiences and satisfaction. Parents and patients 
are asked about their experiences and satisfaction, using the Trimbos 
Thermometer [18]
6) Professionals experiences. We will conduct semi-structured telephone 
interviews with  primary care physicians in the study group to assess their 
experiences with the Tornado Program. The focus of these interview will be 
on:
●	 Their knowledge and experience in diagnostics and treatment of children 
with ADHD.
●	 Their opinion and experience with respect to the referral process (forth 
and back), compared to usual care.
●	 Do the involved primary care physicians feel themselves competent 
enough to prescribe and monitor ADHD-medication?
●	 Do the primary care physicians involved in the ADHD-program think that 
the online course about prescribing and monitoring medication for ADHD 
is effective? Is there a difference in their feeling of competence before 
and after the course?
 Study group Tornado n= 90 Control group care as usual n= 90
Timepoints child	(if	≥	10 years)
Parents/
caregivers
Professional 
(psychiatrist 
(T2) and 
general 
practitioner 
(T4 and T7))
Child  
(if	≥	10	
years)
Parents/
caregivers
Professional 
(psychiatrist or 
pediatrician)
T7 = 1 year after 
T0 
HoNOSCA ADHD-RS ADHD-RS HoNOSCA ADHD-RS ADHD-RS
Kidscreen HoNOSCA HoNOSCA Kidscreen HoNOSCA HoNOSCA
EQ-5D Kidscreen
CGI
EQ-5D Kidscreen
CGI
Morisky Tic-P Morisky Tic-P
GGZ-
thermometer
EQ-5D GGZ-thermometer EQ-5D
Morisky  Morisky
GGZ 
Thermometer  
GGZ-
thermometer
aSex, family constitution, education level parents.
Clinical outcomes have been included as secondary outcomes, in the 
expectation that effects on mental health status and symptoms will not 
be different between the two study groups. The secondary outcomes are: 
1) ADHD symptom severity. The clinical indicator measuring the ADHD symptoms 
is the ADHD Rating Scale (ADHD-RS). The ADHD-RS is a 12-item instrument 
that uses observer ratings (parent and caregiver) and self-report ratings to 
help assess attention deficit/hyperactivity disorder (ADHD) in children and 
adolescents. Each item is rated on a three point scale. This rating scale is 
used in clinical and in research setting to establish a baseline measurement 
and monitor of treatment effectiveness and changes over time [12, 13] 
2) Functional status. The HoNOSCA provides a global measure of an individual`s 
current mental health status, and thus provides a means of evaluating the 
success of attempts to improve the health and social functioning of mentally 
ill children and adolescents [14, 15]. Although the clinician rated HoNOSCA 
Table 1 continued
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expected gain on this outcome is 36 days, with a standard deviation (SD) of 60 days, 
an intra-cluster correlation coefficient (ICC) of 0.03, an alpha of 0.05 and power set 
at 0.80. This implies that a total of 6 treatment teams is needed (3 Tornado teams, 
3 care as usual teams), which each provide data on 27 patients (n=81 per study 
group). We anticipate on drop-out of participants and plan to include 90 patients in 
the intervention group and 90 patients in the control group.
Blinding:
The care providers, the participants and the parents are all outcome assessors 
and are not blinded to group assignment. Data analysis will be blinded to group 
assignment. 
Statistical methods:
The study will be performed and reported according to the published CONSORT 
recommendations for cluster trials. This implies, among others, an intention to 
treat approach as primary analysis. In case of missing data, multiple imputation 
of missing values will be performed. Clustering in the data within treatment teams 
will be taken into account by the use of random coefficient regression models. 
Subgroup analyses will be reported as explorative analyses.
The primary analysis will be a regression analysis of the primary outcome on 
study group (intervention versus control), controlling for prognostic patient factors 
symptom severity at baseline, educational level of parents, family constitution, 
psychopathology of parents and taking clustering in psychiatrist (team) into account. 
Sensitivity analyses will be performed regarding risk of bias and missing data, in 
order to check the robustness of the results. 
7) We will also conduct semi-structured interviews with the professionals involved 
in the Tornado Program with particularly respect to the referral process 
between general practitioners and specialists, compared to care as usual.
 Adherence of care providers to the protocol will be assessed by checking the 
response rates of care providers on the implemented symptom monitoring 
checklists. Further, a random sample of patient files will be checked to assess 
the medication protocol adherence of care providers.
8) Utilities. The EQ-5D measures utilities consists of a descriptive system 
and a VAS-scale [19] The descriptive system comprises five dimensions: 
mobility, self-care, usual activities, pain/discomfort and anxiety/depression. 
Each dimension has three levels of perceived problems: no problems, some 
problems, severe problems. Subsequently, the respondent is asked to self-
rate the state of health on a vertical analogue scale. The VAS scale ranges 
from 0 to 100, where 100 is rated as “Best imaginable health state” and 0 as 
“Worst imaginable health state”.
9) Costs (healthcare consumption and productivity loss). The TiC-P is a 
questionnaire to collect data on healthcare consumption and productivity 
losses [20-22]
Table 1 illustrates the participant flow, the time points, the questionnaires and the 
respondents. 
Sample size calculation:
The sample size calculation is based on real data from the outpatient clinic in 
Nijmegen, in which the Tornado program was piloted. The primary outcome of 
this study is time between referral and start of treatment. This time period was, 
on average, 67 days in usual care and 31 days in the Tornado program. So, the 
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per patient), while clinical outcomes were good and similar to those achieved with 
care as usual.
Conclusion: Implementation of the Tornado programme can speed up the 
treatment of children and adolescents with uncomplicated ADHD and reduce costs 
without compromising outcomes at 1 year.
Trial registration: Nederlands Trial Register NTR2505 (www.trialregister.nl). Source 
of Funding: ZonMW  80-82315-97-10002.
Abstract
Objective: To determine whether the combined accelerated-track diagnosis 
and treatment programme Tornado shortens the time between referral and start 
of recommended treatment in children and adolescents with attention deficit 
hyperactivity disorder (ADHD) without comorbidity.
Design: Controlled before–after study involving 208 outpatients (6–18 years 
old) with uncomplicated ADHD. In the Tornado programme, the diagnostic work-
up was performed in 1 day at a psychiatric outpatient clinic for children and 
adolescents. Children/adolescents were first given psychoeducation by mental 
health professionals and then received drug therapy provided by their own general 
practitioner (GP) who has received special training (online e-learning module) for 
this purpose. The control group received care as usual.
Setting: General practices and outpatient clinics for children and adolescents with 
uncomplicated ADHD (academic mental health centres, general mental health 
centres, and paediatric departments in the northern and eastern parts of the 
Netherlands.
Population: Patients were children and adolescents (6–18 years) with 
uncomplicated ADHD. GPs, psychiatrists, psychologists, and paediatricians were 
involved in the diagnosis and/or treatment of children and adolescents with ADHD. 
Main outcome measures: The primary outcome was the time between referral 
to the specialized mental health centre and the start of treatment. Secondary 
outcomes were reduction in severity of ADHD symptoms; functional status; health-
related quality of life; medication adherence; patient, parent, and professional 
satisfaction with care; and cost.
Results: The Tornado programme shortened the time between referral and start 
of treatment by 72 days (95% CI =-34.4 to -109.5) and reduced costs (by €4101 
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Tornado is an accelerated-track mental health service for children and 
adolescents with suspected ADHD without comorbidity. It was designed to help 
GPs play a low-threshold role in the management of uncomplicated ADHD in 
children and adolescents who had been diagnosed by a mental health specialist, 
by providing GPs with support in the initiation and monitoring of drug therapy. 
Diagnosis by a specialist also reduces the risk of under- or over-diagnosis. The aim 
of this study was to assess whether this programme shortens the time between 
referral and treatment, relative to care as usual, without compromising outcomes 
or increasing costs.
Methods
This non-blinded, controlled before–after comparison involved ten mental health 
centres and was approved by the Medical Ethics Committee of the Radboud 
University Medical Centre, Nijmegen, the Netherlands. For a more extensive 
description of the methods, we refer to the previously published study protocol(7).
Participants
Patients were eligible if they were referred for uncomplicated ADHD (i.e., no severe 
comorbidity and/or severe family problems) and were aged between 6 and 18 
years. Patients were recruited from seven outpatient clinics with treatment facilities 
for children and adolescents with uncomplicated ADHD. These clinics reflect a 
range of secondary health centres providing ADHD care in the Netherlands, such 
as academic departments of child- and adolescent psychiatry, and general mental 
health and paediatric services.
Background
Attention deficit hyperactivity disorder (ADHD) is a common neuropsychiatric disorder 
with an estimated prevalence of about 5% (1). It is characterized by inattention, and/
or hyperactivity and impulsivity that leads to impaired functioning and which tends 
to persist from childhood into adulthood (2). Evidence-based clinical guidelines for 
the treatment of children and adolescents with ADHD recommend psychoeducation 
plus medication with or without behavioural training for parents as key components 
of treatment. A recent review Guidelines differ as to whether medication should be 
prescribed only in severe cases or after insufficient response to non-pharmacological 
interventions (3), or whether it should be initiated straight away in mild and moderately 
severe cases (4), (5).
It is a challenge for all healthcare systems to provide patients with fast access to 
treatment and care. However, prescribing and monitoring ADHD medication requires 
specific expertise and precision (6), and the various ADHD guidelines differ as to which 
professional should provide which aspects of care (7). If medication can be prescribed 
only by specialist services, there is a risk of long waiting lists and a subsequent delay in 
the treatment of patients (8). Over- and under-diagnosis of ADHD, inadequate medical 
treatment, and limited systematic monitoring in general practice(9, 10) are recognized 
problems worldwide (11, 12). In the Netherlands, the parents of children with ADHD 
are often put under pressure from schools that threaten to expel their child if it is not 
put on medication. Although general practitioners are responsible for about 50% of 
prescriptions for ADHD, either by initiating therapy (6–20%) or by writing out repeat 
prescriptions (60%),(13) most GPs do not feel competent to take over the medical 
management of children and adolescents who are on stable medication initiated by a 
specialist. They miss cooperation with professionals in secondary or tertiary care (14).
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Measures
The primary outcome was the time between referral to the mental health centre 
and start of treatment, with clinical outcomes as secondary outcomes. It was 
hypothesized that mental health status and symptoms would not be different 
between the two study groups. Clinical outcomes were assessed at T1 (referral 
of the child/adolescent), T2 (start of treatment), and T3 (1 year after referral) (see 
table 1).
Diagnosis and treatment protocol
The recommendations of the multidisciplinary ADHD guideline for the diagnosis and 
treatment of ADHD were followed (15). In short, this included a clinical diagnostic 
interview with parents/guardians and the child, consultation of multiple informants, and 
use of validated questionnaires. The first phase of treatment was psychoeducation 
based on the diagnostic findings and knowledge of ADHD and its treatment; later, 
methylphenidate (first-line option) was started after informed consent was obtained from 
the parents and/or child.
The Tornado Programme
In the Tornado Programme, a qualified psychologist at the psychiatric outpatient clinic 
checked (on paper or by telephoning the referrer, if necessary) whether referred patients 
were eligible for participation. Children and their parents were informed about the short 
diagnostic process of this programme and that medication, if advised by the psychologist, 
would be prescribed and monitored by their own GP. When GPs, parents, and patients 
agreed to participate in this programme, the diagnostic work-up was performed in 1 
day at a psychiatric outpatient clinic for children and adolescents. The patient’s GP was 
asked to participate in a 1-hour online e-module course on ADHD that covered the 
characteristics of ADHD, how to start and monitor methylphenidate, and how to deal 
with its side effects. Parents received psychoeducation at the specialist outpatient clinic.
Control condition
Usual care was consistent with the Dutch multidisciplinary guidelines (15) and included a 
standard diagnostic assessment, treatment with methylphenidate, and psychoeducation 
when indicated after diagnosis. In this group, medication was started and monitored 
by the medical specialist. Psychoeducation for parents was provided within secondary 
care.
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ADHD symptoms were evaluated using the ADHD Rating Scale (ADHD-RS) (16). 
The CGI (Clinical Global Impression scale) was scored by health professionals 
and provides a global rating of illness severity, improvement, and response to 
treatment (17).  The parental-rated version of the HoNOSCA (The Health of the 
Nation Outcome Scale) was used to obtain a global measure of the child’s current 
mental health status (18, 19). Health-related quality of life was assessed with the 
Kidscreen-10, a parent- and self-report questionnaire with ten items (20). Treatment 
adherence was assessed by parents and children (older than 10) using the Morisky 
Adherence Scale (21). Patients’ and parents’ experiences and satisfaction were 
evaluated with the Trimbos thermometer (22). Health outcomes were measured 
in parents and patients (older than 10) with the EuroQol-5D (EQ-5D), consisting 
of a descriptive system and a visual analogue scale (VAS)(23). The EQ-5D covers 
five dimensions (mobility, self-care, daily activities, pain/discomfort, and anxiety/
depression), each with three response categories (no problem, moderate problems, 
serious problems). A sixth question asked about self-reported health, scored on 
a VAS ranging from 0 (worst imaginable health) to 100 (best imaginable health). 
Costs (healthcare consumption and productivity loss) were measured by asking 
the parents to fill in the TiC-P, a questionnaire used to collect data on healthcare 
consumption and productivity losses (24-27). Table 1 summarizes the participant 
flow, evaluation time points, questionnaires, and respondents (7).
Statistical methods
The study followed published CONSORT recommendations for pragmatic trials, 
which means that data were analysed on an intention-to-treat basis. In the case 
of missing data (14% in both the Tornado intervention group and the care as 
usual group), multiple imputation of missing values was applied. Analyses of the 
primary outcome by group (Tornado intervention versus care-as-usual, or control) Ta
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Results
In total, data for 208 children and adolescents were available at T1 (referral). Of 
these children and adolescents, 32 did not meet the criteria of uncomplicated 
ADHD (no comorbidity, no severe family problems). Of the participants in the 
Tornado group, 58 of the 94 participants choose medication treatment (62%). In 
the control group, 62 of the 82 participants choose medication treatment (76%). 
These individuals were included in the intention to treat analysis. The number of 
patients at the different evaluation time points is shown in the flow chart in the 
Appendix. The main baseline characteristics of the Tornado group and the control 
group of patients are shown in Table 1. In both groups, about 70% of the referred 
patients were male; there were no statistically significant differences between the 
two groups. Overall, the patients in the Tornado group started treatment 72 days 
(95% CI=[-34.4;-109.5]) earlier than did patients in the control group (see Table 2). 
Table 2 Characteristics of the study population
Tornado Programme Care as Usual Independent
Mean (sd) Mean (sd) samples T- test p-value
ADHD symptom severity (ADHD-RS)
Range 0-60
45,4(9,3) 45,3(8,8)
Health-related quality of life (Kidscreen)
Range 0-100
38,1(3,5) 38,1(3,3) 0,99
Daily functioning (Honosca)
Range 0-60
24,3(6,3) 25,7(7,3) 0,27
Age (yrs) 9.1(3.1) 9.4(3.3) 0.47
Chi square
p-value
Gender (%boys) 71,6 72,6 0,88
were adjusted for baseline ADHD severity, age, and sex. Sensitivity analyses were 
performed to assess potential bias and skewing because of missing data, in order 
to check the robustness of the results.
The sample size calculation was based on real data from the outpatient clinic 
in Nijmegen, where the Tornado programme was piloted. In this pilot study, the 
average time between referral and start of treatment (primary outcome of this 
study) was 67 days with usual care and 31 days with the Tornado Programme. 
The expected time gain was therefore 36 days, with a standard deviation (SD) of 
60 days, an intra-cluster correlation coefficient (ICC) of 0.03, an alpha of 0.05, and 
power set at 0.80. This implied the need for six treatment groups (three Tornado 
programme groups and three control groups) with 27 patients per study group. 
To account for drop-out, 90 patients were recruited to each of the two treatment 
groups (Tornado and control).
The cost-effectiveness of the Tornado programme was determined in terms of 
‘cost per unit reduction in time between Tornado and control interventions’ and 
‘cost per QALY gained’, with QALY values being based on EQ-5D scores. The 
cost analysis was performed at two levels. First, at a patient level, with volume of 
care being measured prospectively over the observation period using the TIC-P for 
children, (28)  . Second, per arm full cost prices were determined using the Dutch 
guideline (27) or prices as mentioned in the TIC-P children manual (28).
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Table 4 Distribution of costs of care (in Euros) 1 year after referral represented with quartile scores, 
min-max scores and means.
25% 50% (median) 75% min–max mean
Costs of care 
Tornado total 1474,86 1479,36 1508,88 1474,86–2573,86 1531,42
Medication 0 2,1 6,3 0-34,0 5,2
Costs of care child 
elsewhere 0 0 28 0-1090 45,3
Costs of care family 0 0 0 0-30 6.1
Costs of care as 
usual total 5440,47 5439,93 5586,23 5439,93–8382,23 5632,27
Medication 0 1,4 6,2 0–127,8 6,4
Costs of care child 
elsewhere 0 0 96,5 0–2749,5 150,6
Costs of care family 0 0 0 0–715 35,4
In sum this indicates that, for patients with uncomplicated ADHD,  the Tornado 
programme is faster and more cost efficient, whereas clinical outcomes are similar 
to CAU. 
Discussion
We investigated whether close collaboration between outpatient child psychiatric 
services and GPs in the Tornado programme would allow for a quicker start of treatment 
and whether treatment would be as effective and comprehensive as care as usual 
in children with uncomplicated ADHD. We found that treatment was started 72 days 
earlier, and at less cost, with the Tornado programme than with care as usual. This 
faster and more cost efficient treatment was not at the expense of treatment outcomes 
– symptom reduction, level of functioning, quality of life, compliance, and satisfaction 
at 1 year after referral were similar in the two groups of patients (all p values >0.05).
There were no between-group differences in the clinical outcomes, ADHD symptom 
severity, health-related quality of life, daily functioning, medication adherence, and 
clinical impression. Treatment with the Tornado programme was considerably 
cheaper (mean € 4101 per patient) than control treatment (Table 3).
 
Table 3 Main outcomes 1 year after referral
Tornado Programme Care as Usual
Mean(sd) Mean(sd) Difference [95%CI
Primary outcome 
(Between referral and 
start treatment (days)) 87,4(62,7) 159,4(118,9) -72,0[-34,4;- 1095]
Secondary outcomes
 (1 year after referral)
ADHD symptom 
severity (ADHD-RS) 38,8(3,0 37,1(8,6) -2,3[-5,7;1,1]
Health-related quality 
of life (Kidscreen) 38,8(3,0) 38,5(2,2) 0,3[-1,0;1,6]
Daily functioning 
(Honosca) 20,1(5,5) 20,6(5,7) -0,5[-3,0;2,0]
Satisfaction with care 
(0-10) 7.5(1.5) 7.7(1.1) -0.2[-0.8;0.4]
Medication adherence  
(% non-adherence) 48% 50% -2%[-24%;28%]
 
Sensitivity analysis showed that costs were largely explained by the direct cost of 
care for a child with ADHD (Tornado 96.3%; control 96.6%). The QALY of children 
in the Tornado group was 0.03 higher than that of children in the control group 
(Table 4).
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Strengths and limitations
The design of this study, with Tornado patients being seen at different institutions 
and treated by their GPs, the involvement of different professionals (paediatricians, 
mental health professionals and child psychiatrists) in the provision of care as 
usual, the relatively long follow-up (1 year), and the large number of patients 
included (n=208) increase the applicability and generalizability of study findings. 
However, a study limitation is that a randomized double-blind design was not used, 
but blinding is not possible with the Tornado programme, because participating 
GPs receive special instruction and education. This also means that randomization 
is not possible. Instead, both the Tornado programme and care as usual were 
provided by teams which very motivated to deliver each intervention in its optimal 
form. While the absence of double blinding might have biased the secondary 
outcomes of this study, this would not be the case for the primary outcome or costs. 
Lastly, although there were no differences in secondary outcomes between the two 
groups of patients, it should be borne in mind that the study was not set up as an 
equivalence trial. 
Comparison with other studies
Several studies have investigated new ways of providing better care for children 
and adolescents with mental disorders. For instance, a systematic review from the 
UK (10) described preliminary evidence that treatment by specialist staff working 
in primary care was effective, although the quality of the studies included was 
variable and no data were available on the cost-effectiveness of interventions. 
Some educational interventions have shown promise by increasing the skills and 
confidence of primary care staff, but controlled evaluations are rare, and few studies 
have reported actual changes in professional behaviour or patient health outcomes. 
One study recommended a programme of research to achieve effective and efficient 
The quicker start of treatment is important for school-age children. The average 
school trimester is about 72 days, so if treatment is effective, children will experience 
fewer delays in their schooling, possibly resulting in better academic performance 
and better self-esteem. It may also mean that parents put less pressure on their GPs 
to start treatment without a specialist diagnosis, because waiting lists for specialist 
services are long, and parents are themselves under pressure from schools to start 
their child on medication as soon as possible.
The cost-effectiveness analysis indicated that implementation of the Tornado 
programme would result in substantial savings compared with care as usual. The 
Tornado programme is for uncomplicated cases of ADHD, and if we assume that 
25–40% of patients do not have complicating comorbidity at the time of diagnosis, 
Tornado implementation could ultimately reduce the cost of diagnosis and treatment 
of ADHD by 25–40%. This is potentially important because all Western countries are 
faced with the increasing cost of healthcare and governmental cuts to healthcare 
budgets.
Another positive effect of the Tornado Programme is that it fosters close 
collaboration between mental health professionals and GPs, and enables children 
with ADHD to be treated by their own GP. Implementation of the Tornado programme 
in specialist child- and adolescent psychiatry units (e.g., in academic or top specialist 
care clinics) could also prevent the unnecessary investigation and treatment of 
relatively uncomplicated referrals. This would ultimately lead to a better distribution 
of patients over the different healthcare services, thereby shortening waiting lists 
for youth mental health services. 
126
Chapter 7 Bridging the gap
127
7
c
h
a
pt
er
children and adolescents with ADHD, is being considered. The approach could also 
be extended to include other child- and adolescent psychiatric disorders, such as 
anxiety and mood disorders, in which a greater GP involvement in the treatment 
programme might be beneficial to affected individuals.
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What is already known on this topic
●	 Timely access to services for the diagnosis and treatment of ADHD in 
children and adolescents is problematic in daily practice, with there being 
long waiting lists in youth mental health care (8), with problems of over- 
and under-diagnosis, inadequate medical treatment, and a shortage of 
systematic aftercare in general practice(9, 10).
●	 Most GPs consider themselves insufficiently competent to take over the 
medical management of children and adolescents who are on stable, 
specialist-initiated drug therapy.
What this study adds
●	 The Tornado programme successfully combines evidence-based 
guidelines with a more practical approach to the organization of care for 
children and adolescents with uncomplicated ADHD.
child and adolescent mental health in primary care (10). The Tornado study was 
built on this recommendation. Previous studies reported on effective educational 
programmes and proposed reforms to improve the quality of care in ADHD (29-31), 
but these studies were confined to paediatric primary care. A study of the quality 
of ADHD care received by children in community-based paediatric settings in the 
USA indicated that systematic interventions at practice and policy levels would be 
needed to promote change (31). Primary care personnel working in local health, 
education, and social services agencies have also indicated deficiencies in both 
knowledge and therapeutic skills, and have mentioned the need for training and 
support relevant to daily practice, their different professional roles, and developed 
in accordance with their local needs and resources (29).
This study of the Tornado programme is, to our knowledge, the first systematic 
controlled study to compare waiting times, clinical outcomes, and the cost-
effectiveness of a programme aimed at shortening the diagnostic trajectory. 
The programme is based on close cooperation between GPs and mental health 
specialists in the treatment of children and adolescents with uncomplicated ADHD, 
and as such cannot be compared with other hospital-based programmes.
Recommendations for further research:
The study was performed within the Dutch healthcare system and therefore findings 
should be replicated and confirmed in other healthcare systems. It might be advisable 
to include other primary care professionals, such as nurse practitioners, in order to 
provide more comprehensive psychoeducation and parent management training 
at a local level. The inclusion of an online psychoeducation course for teachers 
that provides information about the diagnosis and treatment of ADHD, combined 
with evidence-based recommendations for the teaching and management of ADHD 
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Key massage:
●	 Within a collaborative ADHD programme for children, participating GPs were 
positive about a quick and specialist diagnostic process within secondary 
care.
●	 After an online course, GPs felt confident to start and monitor ADHD medication 
in children with uncomplicated ADHD.
●	 GPs were content about the collaboration between primary and secondary 
care.
Introduction
Attention Deficit Hyperactivity Disorder (ADHD) is a common disorder with an 
estimated worldwide prevalence of 5% in children and adolescents.1 The three 
key-symptoms of ADHD are inattention, hyperactivity and impulsiveness. Adequate 
treatment has been shown to benefit patients and their families by improving 
behavioural problems, and includes in most cases the prescription of medication.2 
The diagnostic assessment, treatment and follow-up most often take place in 
secondary care.3 However, the large numbers of children referred to secondary 
care result in long waiting times.4 In the meantime, GPs in the Netherlands have 
started to contribute to diagnosing ADHD and initiating ADHD medication.5 It is, 
however, presumed that this does not provide children and adolescents with ADHD 
with optimal healthcare.6 For instance, over diagnosing of ADHD is a well-known 
problem in primary care.7 Also, inadequate medical treatment and a shortage of 
systematic after care have been described.8,9 Moreover, there are uncertainties 
about GPs’ involvement in the diagnosis and treatment of children with ADHD. 
Abstract
Background: Most general practitioners (GPs) do not feel comfortable with 
diagnosing and treating children with Attention Deficit Hyperactivity Disorder 
(ADHD). This is problematic since ADHD is a prevalent disorder and an active 
role of GPs is desired. In The Netherlands a collaborative ADHD programme was 
established, comprising of shortened diagnostic assessment in specialised mental 
health care followed by psychoeducation in mental health care and pharmacological 
treatment by prior trained GPs.
Objective: To explore the experiences of GPs regarding the diagnosis and 
treatment of children with uncomplicated ADHD within this programme.
Methods: We conducted semi-structured interviews with 15 GPs. The GPs 
participated in an evaluation of the collaborative ADHD programme. Data was 
analysed using the principles of constant comparative analysis.
Results: The majority of participating GPs expressed reluctance to diagnose ADHD 
themselves. The reluctance was due to a lack of time, knowledge and experience. 
The GPs welcomed the collaborative programme because it met their need for 
both quick and adequate diagnosis by a specialist. Furthermore, an online ADHD 
course, offered by the programme, gave them confidence to start and monitor 
ADHD medication. Finally, they appreciated the possibility of consulting a specialist 
when necessary.
Conclusion: GPs preferred that ADHD was diagnosed by a specialist. In the 
context of the ADHD collaborative programme, they felt competent and comfortable 
to start and monitor medication in children with uncomplicated ADHD.
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Participants and setting
A non-randomized controlled before-after study (trial registration number 
NTR2505) examined the effectiveness and efficiency of a collaborative programme 
compared to usual care for 6-18 year-olds suspected of uncomplicated ADHD in 
The Netherlands.12 Usual care existed of a diagnostic assessment, medication 
treatment, psycho education, maybe combined with behavioral parent training, 
within secondary care. 
In the collaborative programme, GPs referred children with suspected ADHD 
to a secondary care one-day-to-diagnosis service. In addition, GPs were invited to 
participate in a one-hour online course about ADHD. 13 When patients returned to 
their GP with the diagnosis of uncomplicated ADHD and a medication advice, the 
GP started and monitored ADHD medication.  Parents received psycho education 
in the outpatient clinic. 
For the qualitative study, all participating GPs (n=23) in the collaborative 
programme were approached. A mixture of male and female GPs was selected and 
invited. Among these were two GPs who did not participate in the online course. All 
invited GPs consented for an interview. After 15 interviews no new themes emerged 
and saturation was reached.
Data collection
The interviewer (GO) and his supervisors (LH, PL) were not involved in outcomes 
evaluation of the collaborative programme for targeted ADHD patients. All had a 
medical background. A trained medical student (GO) conducted semi-structured 
interviews via telephone (August-September 2011). An interview guide was 
developed (Box 2). Interviews lasted approximately 30 minutes, were audiotaped, 
transcribed verbatim and anonymised.
The Dutch multidisciplinary guideline for ADHD in children, for instance, does not 
describe the GPs’ role and does not give applicable recommendations to GPs 
for diagnosing and/or treating children with ADHD.6 Also, many GPs do not see 
a role for themselves in ADHD care or do not feel comfortable with it.10,11 In the 
light of the high prevalence, the long waiting times, and the GPs’ uncertainties it 
seems necessary to develop practical methods in which GPs can contribute to the 
management of children with uncomplicated ADHD (i.e. no comorbidity, no severe 
family problems). 
Therefore, a collaborative ADHD programme was developed in the east of the 
Netherlands, the Tornado programme, with diagnostics by secondary and tertiary 
line specialists, and medication prescribed and monitored by GPs. Goal of this 
programme is to shorten the time of diagnostic assessment and to give GPs a more 
prominent role in ADHD care in close collaboration with psychiatry. Effectiveness 
and efficiency of the programme is being investigated in a cluster trial. If the ADHD 
programme is to be implemented nationwide, successful participation of GPs is 
crucial. 
This study, therefore, aimed to investigate GPs’ experiences with participation 
in the collaborative programme regarding their role in the treatment of children with 
uncomplicated ADHD in primary care. 
MetHODS
Design and objectives 
A qualitative approach was deemed appropriate to understand GPs’ experiences 
with participation in a collaborative treatment programme for children with ADHD, 
because of the explorative character of this design.
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GPs’ views on their role in the diagnosis and treatment of children with ADHD 
Interviewed GPs preferred a specialist to diagnose ADHD. The majority did not see 
a role for themselves in the diagnosis of ADHD. They mentioned some barriers: a. 
they do not feel sufficiently competent due to a lack of knowledge and experience; 
b. they think they have too little time to collect all required information of parents 
and teachers; and c. they feel that the diagnostic assessment has to be done very 
precisely because of the consequence, the prescription of psychoactive medication 
in children. Some GPs expressed resistance towards prescribing stimulant 
medication for children. Overcoming this resistance requires in the first place an 
adequate ADHD diagnosis.
“I think it is quite complicated to ensure that the burdens which parents have and 
they therefore present, such as the symptoms of their children, do not mean that 
you as a GP might establish a diagnosis too easily and so perhaps more easily treat 
a child with medication than is strictly speaking necessary.” [GP-15, male]
“As it involves psycho stimulant medication that you give to young children […] I 
would like to be supported by an expert, with validated questionnaires and so forth 
and on top of this yet another good observation. […] At present I would like that 
piece of diagnostics to be performed by the psychiatrist. [GP-05, male]
A minority of GPs thought they could diagnose ADHD themselves, especially 
when supported by specific questionnaires or clear criteria. They regarded their 
longstanding relationships with children en their parents as very helpful in the 
diagnostic process.
“On the face of it I could perform the diagnostics. However, GPs must have 
Analysis 
Data collection and analysis were conducted as an iterative process which means 
that relevant topics were added to the guidebook after a preliminary analysis of 
each interview.14 Data were entered into Atlas.ti, a software package to support 
the analysis of qualitative data. According to the principles of constant comparative 
analysis in which transcripts are subsequently thematically coded, transcripts were 
read and re-read to identify relevant themes. The interviewers had a biomedical 
perspective regarding ADHD as a disorder that frequently needs pharmacological 
treatment, while at the same time recognizing psychosocial aspects. A first 
categorisation was made independently by coding meaningful sentences. These 
initial codes were discussed and grouped into themes to identify GPs’ views on 
diagnosis and treatment of children with uncomplicated ADHD in primary care 
within the collaborative programme. In case of not reaching consensus about the 
codes a third researcher was consulted.
RESULTS 
We interviewed 15 GPs (seven females). The GPs had a mean working experience 
of 12.5 years (range 5-29 years). On average, each GP treated 1.3 children with 
ADHD (range 0-4) within 10 months. Two GPs had not participated in the online 
ADHD course. One did not want to participate in additional courses for all sorts of 
health problems; the other one had time constraints. Their views were not different 
from other GPs’ views. We categorised the results in two main themes, in line with 
the pre-existing interview guide:  (a) GPs’ views about their role in the diagnosis and 
treatment of children with ADHD; (b) GPs’ experiences with the pharmacological 
treatment of children with ADHD.
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“I think that there are particular benefits of treating the patient in primary care. After 
all it is a sort of hospitalization of young children. That is why I am reticent about 
sending all sorts of children to the psychiatrist just like that... because by doing that 
you are very much sticking labels on children who are still quite young. […] It is far 
less onerous if primary care is allowed to play a bigger role.”[GP-14, male]
An advantage of pharmacological ADHD treatment in primary care is, according 
to the GPs, the low threshold for patients and their parents. Most GPs have good, 
mostly longstanding relationships with children and their families. They thought 
it feels less stigmatizing for both patients and parents to visit a GP than to visit 
a psychiatrist. Also, GPs considered the short distance to the practice as an 
advantage for patients. As a disadvantage of ADHD treatment by a GP instead of 
a psychiatrist, some GPs mentioned their lower competence due to their lack of 
experience. Therefore, in difficult cases, patients get advise only after the GP has 
consulted a psychiatrist. Furthermore, GPs usually have only limited contacts with 
other professionals who are often involved in ADHD care for children. 
“It is also nice for both parents and children that they do not have to go to a specialist 
outpatients clinic. That saves them time … I think it is also pleasant for the general 
practitioner to do. And I think that for patients in particular it is much less of a 
threshold than a visit to a psychiatrist.” [GP-07, male]
“It is of course a fantastic service that children can be seen within one month. 
That would normally take months with the long waiting lists. That is definitely a big 
advantage. However, I can imagine that the advantage will spread further if I have 
more patients... so that I can gain some more experience.”[GP-11, female]
sufficient knowledge but also sufficient possibilities, for example properly validated 
questionnaires. An extensive psychological investigation is not always necessary. 
Sometimes a good observation is also enough.” [GP-06, female] 
“I think that what psychiatrists pick up in a day we can also pick up over a period 
of several years. Of course we see some patients frequently over a long period of 
time.” [GP-13, female]
“Nevertheless it is a medicine that influences the brain and functioning of a child, 
they belong to a vulnerable group. I therefore think it is important to perform the 
diagnostics well […] If it is more complex then I think the diagnostics should be 
performed by a specialist. But if it seems a very... well, straightforward case of 
ADHD […], then I believe it can sometimes be diagnosed in general practice.” [GP-
09, female]
All interviewed GPs saw a role for themselves in the pharmacological treatment of 
children with uncomplicated ADHD. By playing a substantial role in the treatment, 
they hoped this would save time in secondary care with subsequently decreasing 
waiting times for patients who really need secondary care. Psychoeducation for 
parents costs too much time within general practice and requires specific expertise, 
according to the GPs. Some GPs thought that a practice nurse could have a role in 
the diagnosis and treatment of children with ADHD.
“I think the GP is perfectly able to perform the treatment. I also think that should be 
the case … because it is less burdensome for the children to come to the general 
practitioner for a check-up than to a child psychiatrist.” [GP-06, female]
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something very unnatural for us. The publication of an official guideline would certainly 
help overcome some of those reservations.” [GP-14, male]
“I admit... psychiatry is of course more expert at the moment. But I also think that with 
such collaboration it could eventually work fine in a very different manner.” [GP-13, 
female]
GPs who had used the ADHD rating scale considered it a feasible instrument to monitor 
the course and severity of ADHD symptoms. The scale offered them a good structure 
for follow-up consultations.
Discussion
Main findings
Participating GPs felt comfortable with a new collaborative programme for children 
with uncomplicated ADHD in which diagnosis and psychoeducation takes place in 
secondary care and medication treatment takes place in primary care. Participants 
welcomed the programme for several reasons. Firstly, it met their need for adequate 
diagnostics, which they regarded as complicated but essential because of the 
consequence of psycho stimulant medication. They appreciated the shortened access 
for the diagnostic assessment in secondary care. Secondly, participants felt equipped 
to start en monitor ADHD medication in children, after having completed the provided 
one-hour online course about ADHD. They considered treatment within primary care 
feasible and comfortable for patients and their parents because of the familiarity and 
proximity of GPs. Finally, participants were satisfied about the consultation possibilities 
with psychiatrists in secondary care when necessary.
“[A disadvantage is that] for more complex questions or issues, there is not an immediate 
answer, I first of all need to consult a specialist.” [GP-09, female]
GPs’ experiences with the pharmacological treatment of children with ADHD
Overall, participating GPs supported the rationale of a shortened diagnostic assessment 
within secondary care and, when necessary, subsequent pharmacological treatment 
within primary care. According to the GPs, the project met their expectations. GPs 
were content about the collaboration with psychiatry, especially with the shortened 
diagnostic procedure including short waiting lists, an adequate diagnosis and the ability 
to consult a psychiatrist. GPs said they found the collaborative programme really well 
organised. Some interviewed GPs complained that patients already returned before 
they had participated in the online course.
Some said they consulted a psychiatrist for advice during treatment, mostly about doses, 
side effects or switching to long acting methylphenidate. Although it was often difficult 
to contact a psychiatrist by telephone, they felt helped very well by the psychiatrists.
Participating GPs said that they felt confident and competent after the online course 
to start and monitor ADHD medication in children. GPs said that the course had been 
especially educative about the pharmacological treatment, for instance medication 
dosing schemes and side effects. Also, they had received a clear structure for follow-
up consultations. Some GPs felt the lack of treatment experience as a small barrier. 
They emphasised their confidence in gaining more experience when providing 
pharmacological treatment to more patients. A special ADHD-guideline for GPs would 
support them in the treatment, they stated.
“Pharmacological treatment is certainly not a problem. We measure, we observe, we 
enquire about side effects … we ask how it’s going...” [GP-12, male]
“You treat children with the medicine that influences their behaviour and that is still 
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Comparison with existing literature
Our findings contradict earlier research that showed that GPs did not feel confident 
to provide ADHD care.10,11 Australian GPs, for instance, only saw a role for the 
GP in the monitoring of ADHD medication.16 Other research showed that GPs did 
not have adequate knowledge about ADHD.17,18 To increase GPs’ knowledge and 
confidence with ADHD care, education programmes have been advised.4,10,19 Our 
collaborative programme – including a brief online course – might meet this need, 
because the GPs in our study felt comfortable and competent not only in monitoring 
ADHD treatment in children but also in initiating ADHD medication. Moreover, they 
said they were willing to provide ADHD treatment at a larger scale. Therefore, the 
Dutch collaborative ADHD programme could be a model that facilitates effective 
involvement of GPs in ADHD care. Furthermore, it might meet the need for 
improvement of follow-up care. Dutch researchers showed that 19% of children 
using ADHD medication did not receive any follow-up care.8
The resistance of participating GPs towards diagnosing ADHD themselves is in 
accordance with barriers mentioned in earlier research: diagnostic complexity, time 
constraints and concerns about stimulant medication.11 Furthermore, the ability to 
recognize ADHD correctly in primary care seemed rather poor.19 The extensive rates 
of disorders that are comorbid with ADHD pose special challenges to establishing 
an adequate diagnosis. It has been estimated that two in three children with ADHD 
meet criteria for one or more coexisting psychiatric disorder.20
Implications for general practice 
The optimism of the participating GPs about their role in the pharmacological 
treatment of children with uncomplicated ADHD within a collaborative programme 
is encouraging, because general practice is a more comfortable setting for children 
than the psychiatric setting.  Dutch GPs mostly know the child’s family, and have 
Strengths and limitations
In the Netherlands, GPs provide more than 90% of medical care themselves, 
both for adults and children. Patients, including children, can only have access to 
secondary care after being referred by their GP. With GPs as gatekeepers, active 
cooperation exists between Dutch primary and secondary care. This restriction 
creates an opportunity for more intense collaboration between primary and 
secondary care. Collaborative projects, therefore, are characteristic for health care 
systems with GPs as gatekeepers. Collaborative care has been well organised 
and financed for some chronic diseases, for instance diabetes mellitus. Currently, 
primary and secondary care are actively looking for ways to share ADHD care for 
children. GPs’ experiences within a formal collaborative ADHD programme had 
not been investigated before. Qualitative research has been recommended as the 
best method to explore and clarify participants’ opinions.14 By using a cyclical and 
interactive way of collecting and analysing data, we were able to perform an in 
depth exploration of GPs’ views.15 Data saturation was reached.
An important limitation of this study is that we used a convenience sample. 
Participants might have had an above average interest in ADHD because they 
had consented to participate in an ADHD programme. Therefore, certain specific 
viewpoints could have been left out of sight in this study and the results might be 
more positive than we would have found within a wider group of GPs. However, 
most participants did not propagate ADHD diagnostics to be carried out in primary 
care. This fits in with opinions of average GPs in earlier research. Also, some of 
our interviewed GPs mentioned they had not deliberately chosen to participate in 
the programme. They were simply asked by secondary care to do the online ADHD 
course and then treat patients who were referred back to them.
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Conclusion
Participating GPs in a collaborative programme for children with uncomplicated 
ADHD were positive about their role in the medication treatment of these children. 
GPs were happy with the diagnostic process being performed in secondary care. 
After an online course they felt confident to provide treatment, and they were 
content about the collaboration with secondary care.
extensive medical information of the child available. They have practice nurses who 
might help providing parents with psychological support. By involving GPs in ADHD 
care, referral times for diagnostic assessments are expected to reduce and the 
start of treatment to be accelerated. This is relevant in a period of childrens’ lives 
when postponing treatment could lead to a lost year at school. GPs think that a 
practical primary care guideline on ADHD would help them in the pharmacological 
treatment. This has recently been developed by the Dutch College of GPs, mainly 
because GPs are asked more and more frequently to monitor ADHD medication 
after diagnosis and initiation of medication in secondary care.21 The added value 
of the collaborative ADHD programme comprises the quick referral for a one-day 
specialist diagnosis and subsequently faster start of appropriate treatment within 
primary care. The ADHD guideline then helps GPs to start and monitor treatment 
adequately. Altogether this can decrease over and under diagnosing of ADHD. 
Further, it can increase systematic monitoring, which is desirable since Dutch GPs 
provide 61% of the repeat prescriptions of ADHD medication.
Future research must show whether GPs can effectively initiate ADHD 
medication themselves, and whether this will lead to a treatment shift to primary 
care – and thus shortened waiting lists of child mental health institutions. Effective 
prescribing is being investigated in the before mentioned cluster trial. When this 
appears positive, broader implementation of a collaborative ADHD programme 
seems inevitably: according to the GPs in this study, the willingness to diagnose 
ADHD is absent in most GPs, whereas the willingness to treat ADHD is present.
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In Chapter 4, we found that Routine Outcome Monitoring (ROM) in child and 
adolescent psychiatry is potentially useful for improving patient care and research, and 
identified bottlenecks to its use, such as heterogeneity in the developmental phase 
of patients, and multiple informants. Attention should be paid to who should complete 
the questionnaire and when, and who should integrate the information obtained. We 
made a plea for a critical revision of the requirements imposed by external parties 
on procedures to assess the quality of care in child and adolescent psychiatry. We 
suggested that assessment and comparison of the quality of care can be replaced by 
more targeted sampling, using a mixture of structure, process, and outcome measures 
to achieve a functional balance between the benefit and burden of such assessments.
The first study of Part 2 of this thesis investigated the protocol of the Tornado Study 
(Chapter 6). The aim of the Tornado Study was to assess the effectiveness and cost-
effectiveness of the fast-track Tornado Program for uncomplicated ADHD, which 
combines accelerated diagnosis and treatment planning in collaborative care. We 
found that implementation of the Tornado program speeded up the treatment of children 
and adolescents with uncomplicated ADHD and reduced costs without compromising 
outcomes at 1 year after admission (Chapter 7). In a qualitative study of the experiences 
and views of the participating general practitioners regarding the treatment of children 
with uncomplicated ADHD, we found that most general practitioners were reluctant 
to diagnose ADHD on their own (Chapter 8). This reluctance was found to be due 
to a lack of time, but also due a lack of knowledge and experience. The general 
practitioners welcomed the collaborative program with our Department as it meets 
their need for a quick and adequate diagnosis. Furthermore, an online ADHD course, 
offered by the program, gave them confidence to start and monitor ADHD medication. 
They also appreciated the opportunity to consult a specialist whenever they felt this 
to be necessary.
This thesis consists of two parts. The aim of the studies of Part 1 was to identify 
a usable set of quality indicators for child and adolescent psychiatry, and that of 
the studies of Part 2 was to assess the effectiveness and cost-effectiveness of 
the Tornado Program, a collaborative accelerated program for the diagnosis and 
treatment of uncomplicated Attention Deficit Hyperactivity Disorder in children and 
adolescents. The key findings of this research are summarized in this chapter, 
with discussion of the strengths and weaknesses of the studies and the clinical 
implications of findings. Suggestions for further research are made.
Key	findings	of	this	thesis
In Part 1, we reported on the usefulness of the 2007–2008 basic set of quality 
indicators for mental health care in child and adolescent psychiatry and related 
disciplines. Only a few of the existing quality indicators proved to be useful for 
child and adolescent psychiatry. The expert panel in our study expressed a 
preference for a small number of quality indicators that focused on patients’ and 
parents’ evaluation of treatment outcomes (Chapter 2). The usefulness of the 
surveys for collecting data on quality indicators in child and adolescent psychiatry 
was tested in an observational comparison of different procedures (Chapter 3), 
with questionnaires being completed online at home or in the waiting room after 
patients had been to their appointment, and during different phases of treatment 
(at intake and then again 6 months later). The response rate of parents, patients, 
and treatment providers was low and was influenced by how the questionnaire 
was administered. We concluded that surveys are of doubtful use for routinely 
assessing the quality of health care in child and adolescent psychiatry.
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The studies of Part 1 had a relatively long follow-up, so that we could carry out 
assessments at admission and 6 months later. To increase the applicability and 
generalizability of the findings of the Tornado Study (Part 2), the study design 
included multiple informants for data collection and patients were seen at 
different institutions and treated by their general practitioners. Applicability and 
generalizability were increased further by the involvement of various professionals 
(pediatricians, mental health professionals, and child psychiatrists) in the provision 
of care as usual, the relatively long follow-up (1 year), and the large number of 
patients included (n=208).
Weaknesses
The response rate was low in the studies of Part 1. This was a problem in all stages: 
the response rate was equally low for surveys completed online, at home, or in the 
waiting room. This was particularly the case for the second assessment, which is 
of critical importance for correctly monitoring the treatment process and treatment 
outcomes.
In the Tornado Study, we struggled to enroll the required number of participants 
in the control arm of the study. The control sites, which had promised to deliver 
patients, were not able to recruit sufficient numbers, mainly because these centers 
no longer accept patients with uncomplicated ADHD on their waiting lists and 
instead give priority to patients with more complicated disorders. By adding more 
control sites and personally screening admitted patients, we finally managed to 
include the required number of control patients.
Randomization (studies in Part 1 of this thesis), and randomization and blinding 
(Tornado Study) were not applied, which potentially increased the risk of bias. 
Strengths and weaknesses of this thesis
In the previous chapters, the specific strengths and weaknesses of the various 
studies have been discussed. The general strengths and weaknesses of the studies 
as a whole are addressed here.
Strengths
We carried out the first study in the Netherlands to systematically examine the 
suitability of a core set of indicators to assess the quality of care in child and 
adolescent psychiatry. The Tornado Study is also, to our knowledge, the first 
systematically controlled study comparing waiting times before diagnosis and 
treatment, clinical outcomes, and the cost-effectiveness of a program aimed at 
shortening the diagnostic trajectory for children and adolescents with uncomplicated 
ADHD.
In this thesis, we made an effort to focus on issues that matter to patients, 
parents, and healthcare providers. The study of the responsible use of quality 
indicators in child and adolescent psychiatry and the Tornado Study were initiated 
on the basis of the doubts, worries, and annoyances experienced by child and 
adolescent psychiatrists in clinical practice. At the same time, these topics are of 
direct current public and political interest, because of the limited resources available 
in health care and the need to account for performance in health care delivery.
We asked patients, parents, practitioners, and the various experts in the field 
to complete questionnaires (Part 1), with a view to obtaining as complete a picture 
as possible of the functioning of a patient and his/her environment, by making 
use of multiple sources of information and consulting experts from different fields. 
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Activities to improve the response rate include shortening and personalizing the 
online questionnaire, giving a reward for completion of questionnaires, avoiding the 
word “questionnaire” in the subject line of the email, adding a photograph to the 
email, having the email signed by a woman rather than a man, and pre-notifying the 
recipient of questionnaire delivery by, for example, texting (1, 2).  Possible means 
to enhance the response rate among treatment providers include a small financial 
reward for questionnaire completion, and regular and direct contact with their study 
participants (3) (Koetsenruijter 2015). These activities and strategies should be 
implemented in future data collection. 
Assessment of quality: topics in recent literature
Discussion of the sense and nonsense of using quality assessment procedures 
continues. I will summarize some important topics in the more recent literature as 
an introduction to recommendations for assessing the quality of health care in the 
future. 
Several researchers emphasize the importance of both patient-centered and 
broad quality assessments. Conway (4) stressed the need for a change from setting-
specific narrow snapshots to assessments that are broad based, meaningful, and 
patient-centered in the continuum of time in which care is delivered. Feasible 
quality assessment procedures that minimize burden are also important. Emphasis 
on assessments that lead to improvement and which are based on end-user needs 
is recommended (5). Whereas some experts plead for the need for standardization 
of methods to assess quality (6), others advise stopping with the development 
of new measures or instruments and instead recommend re-designing existing 
instruments (7). McGlynn proposes an alternative approach, guided by three 
principles: quality assessment should be integrated with care delivery rather than 
However, in the studies of Part 1 of this thesis, we could reduce the amount of 
variance by using only one method of questionnaire administration, namely online. 
The patients were approached in the same period either at home or in the waiting 
room but completed the questionnaire on line.
Randomization and blinding were impossible in the Tornado Study, because 
the participating general practitioners received special instruction and education. 
Instead, both the Tornado Program and care as usual were provided by teams 
that were highly motivated to deliver each intervention in its optimal form. While 
the absence of double-blinding might have biased the secondary outcomes of 
this study, this would not have been the case for the primary outcome or costs. 
Lastly, although there were no differences in secondary outcomes between the two 
groups of patients, it should be borne in mind that the study was not set up as an 
equivalence trial.
On response rates in surveys
Questionnaires – hardcopy or online - are widely used to collect data in applied health 
research and to assess the quality of health care. In the case of non-response, the 
effective sample size is reduced and, more importantly, bias may be introduced if 
dropout is not ran. For example, lower social economic status and male gender are 
recognized factors for lower response rates. Because non-response can affect the 
validity of studies, it is important to assess response rates (1), and the identification 
of effective strategies to increase response rates is important to improve the quality 
of health research.
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Quality indicators in child and adolescent psychiatry: 
implications for future practice and policy
In the last 2 years, child and adolescent psychiatry and procedures for the 
reimbursement of costs have undergone a profound re-organization in the 
Netherlands. Whereas in the past there was collective insurance for care in this 
sector, since 2015 municipalities have taken over the organization and financing of 
care, with the aim of providing more effective and efficient services within the local 
community. While the consequences of this major change in the funding of care 
cannot be fully appreciated as yet, it should be mentioned that municipalities differ 
in the way services are procured and in the size of the budget available for child 
and adolescent psychiatric care. Initially, many municipalities did not adapt criteria 
for selecting care providers, but it is expected that in the next phase not all care 
providers will be contracted and that open market competition will be favored. In 
addition to price, quality of care to be delivered is a logical criterion when selecting 
care services. Municipalities have recently presented what they consider important 
outcome indicators (www.psynip.nl), namely, the dropout rate of patients during 
treatment, patient’s satisfaction on the usefulness and impact of the treatment 
provided, and whether the treatment goals have been achieved with the help given 
(thus the extent to which patients can progress without further assistance, extent 
to which restart of treatment is required, and extent to which agreed targets are 
achieved). Municipalities are also concerned about the cost of school dropout, 
unemployment, antisocial behavior, etc.
It will be far more difficult for municipalities to organize the routine monitoring 
of outcomes on a national basis, as done previously by health insurance 
companies. The knowledge, experience, capacity, and resources for this purpose 
existing as a parallel, separate enterprise; it should acknowledge and address 
the challenges that confront doctors every day; and it should reflect individual 
patients’ preferences and goals for treatment and health outcomes and enable 
the development of evidence on treatment heterogeneity. Parast (8) discusses 
concerns about the inability to observe an association between improved delivery 
of clinical processes and improved clinical outcomes. Analyses that attempt to 
investigate this relationship are fraught with many challenges, such as the selection 
of an appropriate outcome,  limited power to detect an effect, small expected effect 
sizes in practice, and potential bias due to unmeasured confounding factors. The 
latter seems to me a core question: is there a measurable relationship between 
qualitatively good care and a positive outcome? All forms of quality assessment 
and Feedback in Therapy (FIT, see further below) are based on this underlying 
assumption. The outcome of studies showing a small, but detectable, effect of 
quality assessment on the quality of care (see Chapters 2 and 3 of this thesis), the 
promising FIT feedback approach developed by Miller and Duncan (9), and the 
promising results obtained when this method is used with adult patients in general 
mental health care (10) (11) seem to support the use of ROM and FIT. An effective, 
not too extensive, and research-embedded implementation of ROM and FIT seems 
to me a condition sine qua non. This will hopefully prevent the collection of too 
large amounts of data, which creates a too high assessment load and costs without 
being of added value to clinical outcomes of care. Continuous and critical research 
of what is useful and appropriate is of great necessity.
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of collecting information on structures, processes, and outcomes by more targeted 
sampling consistent with relevant quality standards would improve the functional 
balance between the benefit and burden of assessments. Furthermore, this more 
focused approach may help increase response rates and subsequently diminish 
different types of response bias. Our organization “Karakter” has promoted the 
development of an effective and efficient use of ROM; for example, by introducing 
FIT, by which the short-term wellbeing of patients can be monitored, by using the 
Outcome Rating Scale (ORS) (14), and by using the Session Rating Scale (SRS) 
(15), which measures the degree of experienced alliance between patient/parents 
and mental health professional. The ORS and SRS provide young people and their 
carers with immediate feedback on what is working and what is not, which offers 
the opportunity to adjust the focus and form of treatment offered to young patients 
and families (16). Karakter has initiated the evaluation of FIT implementation in a 
randomized controlled trial at different locations. The study will evaluate the efficacy 
of FIT in children and adolescents diagnosed with (comorbid) Autism Spectrum 
Disorders or (comorbid) ADHD and their parents.
Perspectives on organizing (cost)-effective assessment 
and	treatment	of	uncomplicated	ADHD
Interest in, and the relevance of, short evidence-based and cost-effective 
approaches to diagnosis and treatment has increased in recent years. The recent 
changes to the funding of child and adolescent psychiatry in the Netherlands, from 
health insurance companies to municipalities, will favor short treatment programs or 
modalities involving professionals from different disciplines. This is consistent with 
the political vision underlying the transfer of youth care to the municipalities, namely, 
vary hugely by municipality and, moreover, each municipality may choose its 
own outcome measures. In a constructive meeting (April 26, 2016), all relevant 
stakeholders discussed the future of Routine Outcome Monitoring (ROM) and 
quality assessment in child and adolescent psychiatry (12). Because of the 
current lack of a compelling response, it seemed to everyone important to find an 
incentive to continue ROM data collection. Municipalities indicated that they are 
primarily interested in three quality indicators, namely, treatment failure, patient 
satisfaction, and target realization, and feel that the child and adolescent mental 
health organizations themselves are responsible for the use of the collected data 
for scientific research. This is understandable, given their context and nature of 
responsibilities – municipalities would be expected to be more interested in “real 
world” outcomes that lead to reduced school dropout rates, less absenteeism, 
and less vandalism in the neighborhood than in more precise outcomes that are 
related to psychopathology. Recent national initiatives, such as the installment of 
a Quality Statute for Child and Adolescent Psychiatry and the establishment of the 
Network Quality Standard GGZ, provide healthcare providers and municipalities 
with a template for well-organized and effective care. Such standards or statutes 
set requirements for how diagnostics and treatment should be organized. In a way, 
these standards replace the collection of structural and process indicators, which 
were previously used to assess how the provision of care is organized. Structural 
indicators measure whether services have been established and organized in 
keeping with existing standards, and process indicators measure the extent to 
which treatment interventions are conducted according to available guidelines 
(13). Contracting providers that adopt these quality regulations and standards 
can diminish the collection of structural and process quality indicators, thereby 
dramatically decreasing the burden of assessments on health providers. Instead of 
collecting data from all patients, parents, and mental health workers, the replacement 
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interesting to investigate whether the complete Tornado treatment program, and 
not only medication as studied in Tornado Study of uncomplicated ADHD, can be 
effectively and cost efficiently transferred to general practice. There are other child 
and adolescent psychiatric disorders for which general practitioners could benefit 
from close cooperation with mental health specialists, such as anxiety disorders 
and uncomplicated autism spectrum disorders.
Extending the online psychoeducation with a course for teachers
Some parents who participated in this study told us that they felt that their child’s 
teachers lacked sufficient knowledge of ADHD. They suggested that we extend 
our online course for general practitioners to include specific modules for teachers, 
to provide them with information about the diagnosis and treatment of ADHD and 
about how to teach and manage children and adolescents with the disorder. We 
acknowledge that some teachers do not have sufficient knowledge of ADHD.  In 
the Netherlands, schools are expected to provide education for all pupils within 
their catchment area, and so teachers increasingly have to deal with children in 
their class that formerly would have been referred to special schools for primary 
education. Some teachers say that they would like to acquire more general basic 
knowledge of ADHD and its treatment. Unfortunately, it is not always possible 
to provide teachers with sufficient support to help them deal with children with 
(uncomplicated) ADHD. It is often not feasible for them to come to our center, and 
the high turnover of teachers during a child’s school career makes it less efficient to 
train teachers. During their training, teachers learn how to deal with difficult behavior 
in the classroom. We think that it would help teachers if we could provide them 
with an online education course on ADHD and its consequences on learning and 
behavior in the classroom. Should we succeed in expanding the program for general 
practitioners and parents to the educational system and teachers in particular, the 
the alignment and integration of the different fields involved (youth care, basic and 
specialized mental health care, educational system, social services, and primary 
somatic health care), the encouragement of a network approach, and the provision 
of treatment close to home, with local social services being of particular importance. 
As cutbacks in the provision of mental health services within local communities are 
expected, it will be a challenge to monitor and study the effectiveness of promptly 
provided and short-term therapies in an effective cooperation between different 
professionals. Municipalities are facing the challenge to provide less expensive but 
equally effective treatments without putting children at risk. Thus they are eager 
to stimulate better cooperation in child psychiatry and shorter treatments. The 
Tornado Program is consistent with both these wishes.
The positive results of the Tornado Program raise the question whether 
nationwide implementation should be recommended. We think that implementation 
of this program in specialized child and adolescent psychiatry units (e.g., in 
academic or top specialist care clinics) would help to avoid using the extensive 
diagnostic and therapeutic arsenal available for relatively uncomplicated patients. 
This could contribute to a more balanced allocation of patients to first, secondary, 
and tertiary care for assessment and treatment, resulting in shorter waiting lists 
for specialized youth mental health services. Reducing waiting times at the start 
of treatment for children and adolescents with ADHD will hopefully prevent the 
unnecessary consequences of untreated symptoms of ADHD, such as early school 
leaving or changing school and stress to child and parents. Furthermore, we 
recommend not only that general practitioners be trained in the medical treatment 
of young patients with uncomplicated ADHD, but also that they be educated in 
psychoeducational and behavior management skills for uncomplicated ADHD. 
The latter is also relevant for primary care nurse practitioners. It would then be 
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relatively low number of patients with ADHD seen a year may increase the risk of 
under- and overdiagnosis. The differential diagnosis requires extensive knowledge 
of other developmental disorders and learning disabilities. The introduction of a 
new system whereby general practitioners make the diagnosis of ADHD in children 
and young people, and start and monitor the medical treatment of uncomplicated 
ADHD would appear to enjoy little professional support at the moment.
Nowadays, many general practices employ support staff, such as nurse 
practitioners, physician assistants, dietitians, which makes it possible to provide more 
specialist basic care. For instance, Karakter does much through various projects 
to provide basic psychiatric treatment in general practice by deploying assistants 
and specialist assistants with a background in specialist nursing and/or a mental 
health psychology. Thus in some general practices, the diagnosis and treatment of 
uncomplicated ADHD in children and youngsters might be provided by specialist 
psychiatric-mental health nurses. In practices in which there is a mental health 
psychologist to support the general practitioner, diagnosis and psychoeducation 
can be provided by this professional in cooperation with the general practitioner 
(similar to the Tornado Program), who would prescribe drug therapy based on 
recommendations from the online course provided by the Tornado Program. In 
practices where there is no practice support in child and adolescent psychiatry, 
implementation of the full Tornado program would seem more appropriate.
delivery of good, comprehensive, and effective treatment for uncomplicated ADHD 
will have come a step closer.
General practitioners and their role in diagnosis and 
treatment	of	uncomplicated	ADHD	in	children
The 2015 guideline for ADHD in general practices (17) defines the involvement 
of general practitioners that goes beyond that which we propose in our Tornado 
Program. The guideline states that general practitioners – if they consider themselves 
capable – should diagnose and assess ADHD in children and adolescents, and in 
uncomplicated cases prescribe and monitor medication. In the Tornado program, 
we chose for an approach in which specialists make the diagnosis and general 
practitioners provide medical treatment. This is in line with the finding (Chapter 
4) that while general practitioners are willing to cooperate in the treatment of 
uncomplicated ADHD, they believe that diagnosing ADHD should remain the task of 
mental health specialists. They argue that specialists have the specific knowledge 
to distinguish between the various differential diagnoses of ADHD in the diagnostic 
phase and have better access to information from, and contact with, schools and 
parents. Collecting this information and making these contacts is unrealistic given 
the limited consultation time in general practice. All things considered, it remains 
to be seen whether the distribution of tasks proposed by the clinical guideline for 
general practitioners is better than that of the Tornado program. Diagnosing ADHD 
requires time spent with the patient and its parents, information about the child’s 
functioning at school, and knowledge of other possible causes for symptoms of 
attention deficit, impulsivity, and hyperactivity (such as learning disabilities, autism 
spectrum disorders). The limited time general practitioners have per patient and the 
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thus raised about the usefulness of questionnaires for assessing the quality of care 
in child and adolescent psychiatry.
The plea in Chapter 4 focuses on the implications of low response percentages 
documented in empirical research despite very favorable study conditions for the 
response percentages imposed on Routine Outcome Monitoring (ROM) within the 
field of child and adolescent psychiatry. The required response percentages have 
given rise to heated debate in the past and empirical results suggest that the overly 
stringent response percentages and methods required for ROM measurement in 
child and adolescent psychiatry indeed overshoot the mark. The measurement of 
quality of care for comparison purposes via the administration of a list of indicators to 
every patient should be replaced by more targeted sampling using a combination of 
structure, process, and outcome measures. In such a manner, an optimal  balance 
between measurement benefit and measurement burden can be achieved.
In Chapter 5 the Routine Outcome Monitoring (ROM) in the child and adolescent 
psychiatry is exposed from different sides. ROM has the prospect of improving 
patient care and treatment but also of facilitating scientific research. At the same 
time it poses major methodological and ethical dilemmas for treatment providers 
and researchers with the imposition of rigid administration requirements.  Attention 
is paid to the bottlenecks when measuring in the child- and adolescent target group 
(such as heterogeneity in developmental phase of patients, the presence of multiple 
informants), when  implementing these measurements in an organization (e.g. who 
fills in which questionnaire at what time?) and when integrating the information that is 
provided by the various informants. Special attention is paid to the manner in which 
the bottlenecks have been tackled  at an expert  center for child and adolescent 
psychiatry, against the background of national developments in the use of ROM.
Chapter 2 is a study to examine the suitability of the 2007-2008 basic set of mental 
health care quality indicators for use within child and adolescent psychiatry and 
locate any oversights. A national, heterogeneous group of 8 expert care providers 
and 5 parties with a vested interest in child and adolescent psychiatry evaluated 
the basic set of indicators, used in  for their suitability of use in child and adolescent 
psychiatry. A Delphi procedure was followed with two rounds of written evaluation 
and an intervening panel discussion. The necessity, validity, clarity, and applicability 
of the indicators for the sector were judged along a nine-point scale. Of the original 
54 indicators, only 2 were initially judged as suitable. A lower cut-off point yielded 
16 suitable indicators, 10 of which pertained to treatment outcome. When 10 
new indicators were proposed, only 1 was judged suitable.The panel of judges 
expressed a preference for a small number of quality indicators with particular 
attention to patient and parental judgments of treatment outcome.
In Chapter 3 a study is performed to determine the utility of questionnaires 
for measuring quality indicators in child and adolescent psychiatry. Two studies 
involving an observational comparison of different methods of questionnaire 
administration were conducted in a university outpatient clinic. In Study One, 
parents and children were contacted directly by telephone with the request to 
complete an online questionnaire at home or asked by the treatment provider to 
complete the online quality assessment questionnaire in the waiting room following 
their appointment. In Study Two, parents and children were invited to complete the 
quality assessment questionnaire online at intake and then again six months later. 
A number of the treatment providers were also asked to complete a comparable 
questionnaire in Study Two as  well. The response rates of the parents, patients, 
and treatment providers were influenced by the procedure used for questionnaire 
administration, but response rates were  generally limited in all cases. Doubts are 
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ADHD in children and adolescents in general and the role of the GP is this, was 
also part of the qualitative study. We conducted semi-structured interviews with 15 
GPs (evaluating Tornado Program). Interviews were transcribed verbatim, coded 
and analysed, using Atlas.ti. During the coding process we derived themes from 
the data, using  the principles of constant comparative analysis. The majority of 
participating GPs expressed reluctance to diagnose ADHD themselves, due to 
a lack of time, knowledge and experience. The GPs welcomed the collaborative 
Tornado programme because it met their need for both quick and adequate 
diagnosis by a specialist. Furthermore, an online ADHD course, offered by the 
Tornado programme, gave them confidence to start and monitor ADHD medication. 
Finally, they appreciated the possibility of consulting a specialist when necessary.
Chapter 5 the protocol of the Tornado Study is evaluated. The Tornado Study 
aims to assess the effectiveness and efficiency The Tornado programme. The 
Tornado programme combines accelerated-track diagnosis and treatment planning. 
This is followed by psycho-education at a mental health centre and pharmacological 
treatment by primary care physicians, who received an online e-learning module 
for this purpose.
Chapter 6 contains the study performed to determine whether the Tornado 
Program has been effective and efficient in shortening the patients’ time between 
referral and start of recommended treatment. It is a controlled before-after study 
(at referral and 1 year after referral), involving 208 outpatients (6-18 years old) 
suspected of uncomplicated ADHD. Primary outcome is the patients’ time between 
referral to the mental health or pediatric center and start of treatment. Secondary 
outcomes include severity of ADHD symptoms; functional status; health-related 
quality of life; treatment adherence; indicators of  diagnostic procedures and 
treatments; patient, parent and professional experiences and satisfaction with care 
and an economic evaluation. The Tornado Program shortened the time between 
referral and start of treatment by 72 days (95% CI =-34.4 to -109.5) and reduced 
costs (by €4101 per patient), while clinical outcomes were good and similar to 
those achieved with care as usual.
In chapter 7, the outcomes of the studies are summarized and discussed. Ideas 
for implementation in clinical practice and future studies are given.
Finally, the study in chapter 8 aimed to evaluate experiences and views of 
participating GPs on the treatment of children with uncomplicated ADHD within 
the Tornado Program. Their view on diagnosing and treatment of uncomplicated 
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bekeek, was aanstekelijk. Ik heb genoten van je droge humor en soms bijtende 
observaties. Je bent een onderzoeker pur sang, maar gelukkig niet te dogmatisch. 
Kritisch in je correcties, altijd bereikbaar -ook als het langer duurde- en met een 
timemanagement om jaloers op te zijn. Ik hoop dat we in de toekomst kunnen 
blijven samenwerken aan projecten.
Rutger Jan, mijn derde promotor. Ook in dit traject van mijn loopbaan was je er. Een 
veelzijdig mens, altijd en route in binnen- en buitenland en met een netwerk dat 
me doet duizelen. Dank voor de mogelijkheden en waardevolle contacten die door 
jou op mijn werkpad zijn terecht gekomen. Dat maakt, ook nu nog, mijn klinisch en 
wetenschappelijk werk interessanter. Je hebt altijd een scherpe neus gehad voor 
wat leeft in kinderpsychiatrisch binnen- en buitenland en waar ons onderzoek bij 
kon aanhaken. Ook heb je de gave om precies weer contact met me op te nemen 
als ik dat nodig bleek te hebben. Met warmte,  aanmoediging en humor, van grote 
waarde in mijn begeleiding.
Leden van de manuscriptcommissie Prof. dr. A.H. Schene, Prof. dr. Frank C. 
Verhulst, dr. Floris van de Laar en leden van de promotiecommisie Prof. dr. J.W. 
Veerman, mw. dr. M.J. Faber, mw. dr. B.E. Lahuis, Prof. dr. T. van Yperen.. Hartelijk 
dank voor het bestuderen van mijn proefschrift. Ik verheug me op de oppositie 31 
maart a.s. Frank: door jou ben ik begonnen aan de kinder- en jeugdpsychiatrie en 
nu, net voor je pensioen, is mijn boekje af! Dank voor je vriendschap en meer.
Dit onderzoek is gebaseerd op klinische data en informatie uit vragenlijsten. 
Ouders en kinderen hebben zich thuis en op de polikliniek gebogen over eindeloze 
vragenlijsten. Dankzij hen zijn we meer te weten gekomen over wat zij belangrijk 
vinden bij kwaliteitsonderzoek en in de behandeling van ADHD in de kinder- en 
En nu zit het schrijven er bijna op. En resten, met dit dankwoord, de belangrijkste 
pagina’s van dit boekje.
Het hele promotietraject was voor mij een wereldreis. Met weliswaar een beoogd 
reisdoel, maar met een route die langs onverwachte plaatsen voerde. Kilometers 
die ik van tevoren als pittig had ingeschat, bleken een eitje. Andere stukken van de 
reis bleken onverwacht zwaarder dan verwacht. Reisgenoten vertrokken, anderen 
kwamen erbij. Waar dit promotie-traject soms voelde als extra stenen in mijn 
rugzak, bleek het “in the end” een hele trouwe bondgenoot tot in de late uurtjes. Het 
schrijven bleek leuker dan gedacht en  het plezier nam met de kilometers toe, toen 
de weg meer bergafwaarts leek te gaan (en dat is in deze metafoor een voordeel..).
Er zijn veel mensen die aan dit proefschrift een bijdrage hebben geleverd, enkelen 
van hen wil ik expliciet noemen.
Mijn eerste promotor Jan Buitelaar. Jan, we hebben elkaar in veel rollen ten opzichte 
van elkaar leren kennen, al vanaf het UMC Utrecht. Dank voor het vertrouwen dat je 
in me gesteld hebt, het geduld dat je hebt opgebracht en je consistente en scherpe 
begeleiding. Je bent een wonderlijke combinatie van nuchterheid, onverwachte 
steun in zwaarder weer, met praktische en wetenschappelijke expertise. Ik bewaar 
goede herinneringen aan bijvoorbeeld de totstandkoming van de e-learning cursus. 
Je boog je loyaal over dia’s, figuren en tekst en sprak in je dictafoon de begeleidende 
teksten. Stiekem genoot je volgens mij wel van dat pionieren.
Mijn tweede promotor Michel Wensing. Michel, we leerden elkaar kennen aan het 
begin van dit promotietraject. Je bent een echte kartrekker en leermeester geweest. 
De verbazing waarmee je als echte wetenschapper onze medische werkomgeving 
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onderzoeksgroentje als ik ben? Wat heb jij veel meegestuurd en getrokken aan dit 
project. Met duizend-en-een-ideeën, vrolijk, altijd gericht op hoe het wel kan en met 
een onderzoekende geest met veel compassie voor ouders en kinderen. Er is een 
echte vriendschap tussen ons ontstaan. Die blijf ik koesteren. Jammer dat je uit 
dienst gaat bij Karakter, maar ik heb er alle vertrouwen in dat we met elkaar zullen 
blijven werken. Nu alleen nog een geschikt project vinden J.
Ineke Cornelissen. Jij deed als onderzoeksassistent eigenlijk alle praktische 
uitvoering en organisatie die zo noodzakelijk zijn bij een klinisch onderzoeksproject 
als dit. Ik heb je van je sollicitatie tot aan nu zien groeien in je rol en je vleugels 
zien uitslaan. Mooi dat je bij het onderzoek van Karakter ook verder bent gegaan, 
toen dit project ten einde kwam. Dank voor je precisie en trouwe monnikenwerk bij 
de dataverzameling.  Ook wil ik Elke bedanken, die je vervangen heeft toen je op 
stage in het buitenland was. Zij heeft zich met enthousiasme gestort in een toen 
al lopend project. Jolanda van de Meer heeft op haar beurt weer Patricia tijdelijk 
vervangen en was een aanwinst voor ons team.
Bertine Lahuis en Koos Lukkien, als Raad van Bestuur van Karakter, maar ook 
persoonlijk, hebben dit promotietraject gesteund. Op vele manieren. Jullie waren 
altijd geïnteresseerd in het verloop ervan, dachten mee bij praktische problemen 
(zoals de tegenvallende inclusie) en hielpen daadwerkelijk bij het oplossen ervan. 
Ook waren jullie er toen de combinatie van taken mij wat te zwaar viel en gaven jullie 
warme steun, ruimte en middelen om dit traject goed af te ronden. Heel hartelijk 
dank daarvoor. Ook Uli Stibane, de voorganger van Bertine, wil ik bedanken voor 
zijn interesse en wijze raad.
Floor Scheepers en Gerton Groenendijk hebben ook de context in de gaten 
jeugdpsychiatrie. Hartelijk dank voor jullie inzet en tijd; zeker als je bedenkt dat 
velen van jullie al uitgeput zijn bij de start van het behandeltraject en alle zeilen bij 
moeten zetten.
De deelnemende huisartsen aan het Tornadoproject en vooral aan het kwalitatieve 
onderzoek, wil ik ook hartelijk danken. Jullie belangrijke ervaringen en gedachten 
over de rol van de huisarts bij ADHD van kinderen en jeugdigen, hebben veel inzicht 
en sturing gegeven. Door jullie deelname kon het Tornado Programma en het 
onderzoek uitgevoerd worden. Dank voor jullie kritische en meestal enthousiaste 
feedback en de tijd die jullie, ondanks een drukke praktijk, in de nascholing stoken. 
Laat niemand in Nederland meer zeggen dat huisartsen niet willen meewerken aan 
de behandeling van ongecompliceerde ADHD bij de kinderen in hun praktijk: jullie 
hebben het tegendeel bewezen!
In dat kader wil ik me ook speciaal richten tot Lieke Hassink-Franke. Lieke, dank 
voor je inspirerende en energieke deelname aan ons onderzoeksteam. Als huisarts 
en onderzoeker heb je ons altijd scherp gehouden: waar heeft de huisarts behoefte 
aan? Kan onze informatie meer praktisch, compacter en vooral toegepast op de 
huisartspraktijk? Ook je planning en coördinatie bij het maken van de online cursus 
voor huisartsen was van grote waarde. En verder ben je een scherpe en gezellige 
collega en konden we goed sparren over het in de lucht houden van alle ballen als 
moeders, dokters en onderzoekers.
Patricia van Deurzen. Waar moet ik je niet voor bedanken? Je bood spontaan 
aan om me te helpen als onderzoeks coördinator bij de start van mijn promotie. 
Daar moest ik me even bij in de arm knijpen. Jij was al zo ver gevorderd in je 
eigen promotietraject en je wilde je expertise en enthousiasme toevoegen aan zo’n 
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en liason kinderpsychaitrie wil ik graag bedanken voor hun aanmoediging en 
kameraadschap. Ook andere collegae kinderpsychiaters van het Karakter UC 
hebben mij aangemoedigd en vervangen als dat nodig was. Bedankt Nathalie, 
Gigi, Josine, Odette, Rob, Laury, Gert, Roman en Jet. Bedankt Pierre, ook voor je 
ervaringsdeskundige tips bij het als clinicus promoveren. Wouter Staal bedank ik 
voor zijn scherpe inzicht en adviezen tijdens onze lunches. Bedankt Martine voor je 
fungeren als vraagbaak in dit traject, bij jou durfde ik vragen te stellen die mogelijk 
geen intelligente indruk op het onderzoeksteam zouden hebben gemaakt..
Het includeren van patiënten voor klinisch onderzoek is een hele klus, wordt 
regelmatig onderschat (ook door mij) en vraagt voortdurende aandacht. De hulp van 
de secretariaten van Karakter op de poli van Nijmegen, Tiel, Ede en Arnhem was 
daarbij onmisbaar. In het bijzonder wil ik Marisol bedanken voor haar coördinerende 
en enthousiasmerende rol bij de inclusie van patiënten in het UC locatie Nijmegen. 
Wat een doorzetter ben je, zelfs als het eigenlijk niet in je takenpakket hoort om 
aan ons onderzoek mee te werken. Gedurende het onderzoek werd duidelijk 
dat de inclusie van vooral de controlegroep patiënten achterbleef. Extra inzet 
van de directeuren behandelzaken Irene Koopman, Bernhard Nusselder en de 
afdelingsmanagers Ineke Hielema, Jenny de Boer en Marian Reymers in Karakter, 
heeft toen veel geholpen. Het echte verschil werd echter gemaakt door hulp van 
“buitenaf”. GGZ Oost Brabant heeft veel controle patiënten kunnen werven voor 
ons onderzoek, onder de bezielende leiding van Mirjam van de Nieuwenhuizen. De 
kinderartsen uit de Isala Klinieken in Zwolle Pieter Zwart en Dorien Broekhuijsen 
en de spil van hun ADHD polikliniek Janna van der Lei, hebben ons ook goed 
geholpen aan meer controle patiënten. Margot Maiwald, kinderpsychiater bij 
Virenze Wageningen, is ook bereidwillig geweest mee te doen. Jullie hebben de 
inclusie ruimer, gevarieerder en daarmee interessanter gemaakt.
gehouden. Gerton heeft me vergezeld en geholpen bij het verkrijgen van subsidies, 
Floor sprak de wijze woorden tijdens een etentje bij ons thuis “ Mijnke, je moet 
gewoon zelf een plan maken voor je promotie en dit gaan uitvoeren. Later zullen 
anderen volgen, het is nu eenmaal jammer genoeg niet andersom!”. En zo is het 
gegaan.
Ingrid Gomez was een duaal partner uit duizenden bij het managen van 
de Deeltijdbehandeling 0-6 jarigen in Nijmegen. Met humor en loyaal, een 
bedrijfsvoerende met de inhoud op de eerste plaats. Jij hebt me gesteund en me 
veel laten lachen tijdens onze samenwerking. Hans van Geenhuizen werd later 
mijn duaal partner in de UC-directie. We verschillen op veel fronten van elkaar, 
maar deelden veelal dezelfde smaak en waardeerden onze verschillen, dus dat 
werkte eigenlijk wel. Ik ben trots op de omwenteling die we geïnitieerd hebben 
met de ambulantisering van de behandeling van het UC Karakter en de oprichting 
van de eerste High Intensive Care voor kinder- en jeugdpsychiatrie in Nederland. 
In deze en andere hectiek, heb je altijd oog gehad voor mijn onderzoekswerk en 
heb je met mij gedacht in mogelijkheden in mijn agendavoering. Over agenda’s 
gesproken. Gabrielle van Hooijdonk, Inge Beglinger en Arja Schuit hebben in 
mijn tijd als directeur eindeloos gepuzzeld en geschoven in mijn agenda om de 
benodigde onderzoekstijd te plannen.
Jet Roobol, Gigi van de Loo en Margriet Stoorvogel wil ik bedanken voor het 
bedenken en starten van de Tornadopoli, de basis van een belangrijk deel van 
dit onderzoek. Ik hoefde daarom niet, zoals zovelen, mijn eigen implementatie-
onderzoek te implementeren. En jullie ambitie voor goede behandeling van kinderen 
is hetgeen waar dit onderzoeksproject aan toegevoegd is. En niet andersom! 
Daar kunnen we samen trots op zijn. De landelijke expertgroep voor consultatie 
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maar belangrijker nog: met al het andere kan ik ook steeds bij je terecht. Je partner 
Wouter heeft me, ook door zijn expertise, regelmatig van compact en helder advies 
voorzien. Dank daarvoor. Eveline: we gaan al samen terug tot het tweede jaar van 
de geneeskunde studie, als huisgenoten, studiegenoten, vriendinnen, moeders en 
specialisten. Bijzonder om je in elke fase weer te treffen. Laten we dat zo houden. 
Corine: ook jou ken ik al lang. Met halve voetballen op ons hoofd, opgelijnd, is 
onze vriendschap begonnen tijdens de ontgroening. Als dispuutgenoten, dierbare 
vriendinnen en inmiddels collega vakgenoten, is er altijd warmte, inzicht en 
humor bij je te vinden. Mooi dat we dat, in aanwezigheid van Marcel, zo kunnen 
onderhouden. Michiel is mijn “beste” vriend, vanaf de Juniorkamer in Utrecht. Dank 
Michiel voor je vriendschap en je niet aflatende steun. Ik weet dat je altijd voor me 
klaarstaat, ook bij nacht en ontij, en zo zal ik er ook voor jou zijn.
Mijn broer Marc: dank voor je scherpte, humor,  autonomie en de manier waarop je 
ervoor zorgt dat ik steeds mijn eigen koers blijf varen. Ook nu als paranimf, sta je er 
weer. En zoals je weet ben ik dol op je echtgenoot Bert. En is het mooi te zien hoe 
jullie van dichtbij genieten van jullie dochters Melle en Jonah.
Mette, mijn lieve zus. Nog steeds blijft de vraag of jij niet eerder bent geboren 
dan ik? Of dat we toch niet stiekem een twee-eiige tweeling zijn? We lijken veel 
op elkaar, maar ook weer helemaal niet. Altijd zoek je naar een manier waarop je 
er voor mij kan zijn en dat geldt ook andersom. Dank voor je lieve, soms strenge, 
maar nimmer aflatende steun en dat al bijna mijn hele leven! Het is een voorrecht 
om je gezin (je man Axel en Jord en Brend) zo dichtbij te zien groeien.
Hans: het is tussen ons en met ons gezin anders gelopen dan ik voorzien had. 
Toch vind ik dat we het er niet zo slecht van af brengen. Inmiddels meer los van 
De expertgroep uit deel 1 van dit onderzoek (over de kwaliteitsindicatoren) was 
enthousiast en kritisch. Ik bewaar goede herinneringen aan de bonte expertmeeting 
in het “kasteeltje” van onze universiteit. Het zou eigenlijk een goede gewoonte 
van ons moeten worden om vaker, ook buiten wetenschappelijk onderzoek om, de 
Delphi methode te gebruiken om tot nieuwe inzichten en scherpere koers te komen 
met elkaar. 
In Joep Choy en Heniu Dabrowski heb ik heel verschillende coaches getroffen. 
Allebei van waarde bij het op koers houden van lijf en leden en vooral bij het zoeken 
naar en te kiezen voor wat energie geeft. Dank jullie allebei. Ik hou jullie er graag 
bij.
Nadine Schalk en het secretariaat van de polikliniek van Karakter Arnhem hebben 
mij erg geholpen bij de praktische zaken rond de afronding van mijn proefschrift 
en het maken van dit boekje. Dankjewel Angela, Cehavir, Gerdie, Jos, Marion, 
Marijke, Laura, Lois, en Sandra. Robin Deckert en Fred Feij van Print Service Ede 
wil ik bedanken voor de accuratesse,  flexibiliteit en meedenken rond het ontwerp 
en de druk van dit proefschrift.
Gerda, Monique, Nelly Leendert en Lonne hebben in de afgelopen jaren het 
huishouden op gang gehouden en de kinderen en Taeke een liefdevolle basis 
gegeven bij ons thuis. Onvermoeibaar, onmisbaar en met hart voor ons gezin, zijn 
jullie me allemaal steeds dierbaarder geworden.
Luciënne, mijn trouwe vriendin door dik en dun, ik geniet van onze ontmoetingen en 
telefoontjes. Je hebt me meer dan eens geholpen op kruispunten in dit onderzoek, 
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elkaar, maar met ons gezin. Dank voor je aanmoediging bij dit promotietraject, die 
aanmoediging is altijd gebleven. Pa en Ma Wenning: bijzonder om nog zo close te 
kunnen zijn met (inmiddels ex) schoonouders. Daar kunnen jullie trots op zijn. Dick 
en Inge, Ruben en Marleen: laten we elkaar niet uit het oog verliezen, fijn dat jullie 
er zijn.
Teddy en John: mijn lieve, kritische, eigenzinnige, intelligente en warme ouders. 
Wat mooi dat jullie straks de 31e er allebei bij kunnen zijn! Vanaf mijn jongste jaren 
hebben jullie mij gemotiveerd om verder te kijken, door te vragen, zaken ook van 
de andere kant te bekijken en door te zetten. Dit promotietraject is daar een logisch 
gevolg van. Ik geniet van ons contact, van jullie contact met de jongens en van de 
relatie die jullie met elkaar hebben. Zulke liefde, daar kun je alleen met veel ontzag 
naar kijken!
René: lieff, wat een onverwacht genoegen om jou getroffen te hebben! Onze reis 
is meteen full speed begonnen, brengt elke dag weer nieuwe ontdekkingen en 
ik verheug me op wat nog komen gaat. Je zonen Ernst en Arthur worden een 
ware aanwinst voor ons gezin. Dit promotietraject heb je pas in het staartje kunnen 
meemaken, maar je hebt me meteen zo fijn geholpen. Ik voel me gekoesterd en 
tref een ware partner in je.
En last but not least wil ik vertellen hoe geweldig Lorens en Sveder zijn. Vaak lees 
ik verhalen in een dankwoord van ouders die hun kinderen teveel hebben moeten 
missen, omdat ze achter hun bureau moesten schrijven aan hun boekje. Zo is 
het bij ons gelukkig niet gegaan. Zelfs op vakantie vroegen jullie (in je slaapzak in 
onze kampeerwagen in Frankrijk) aan mij (nog wakker, aan tafel met mijn laptop 
open): “Mijnke, je bent toch wel aan je boekje aan het werken? Ik zou het maar wel 
doen!” Wat een coaches heb ik in jullie getroffen. Ik geniet volop van jullie: jullie zijn 
zorgzaam, speels, creatief, lekkere knuffelaars en hebben een scherp inzicht en 
observatievermogen. Trots ben ik.
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Opleiding, studie en school
________________________________________________________________________
2005- 2010 Opleiding tot gezins- en relatietherapeut NISTO (opleider 
J. Choy en M. Robbe), lidmaatschap NVRG sinds januari 
2010
2003 Interne aantekening kinder- en jeugdpsychiater 
verkregen UMC Utrecht
2002 Opleiding psychiatrie afgerond UMC Utrecht (opleider 
Prof. Dr. R.S. Kahn)
1996 Arts-examen cum laude Erasmus Universiteit Rotterdam
1994-1996 Co-schappen Geneeskunde Erasmus Universiteit 
Rotterdam
1988-1994 Doctoraal Studie Geneeskunde Erasmus Universiteit 
Rotterdam
1982-1988 Gymnasium ’t  Zwin in Oostburg en Gymnasium Beekvliet 
St.-Michielsgestel 
________________________________________________________________________
 
werkervaring
________________________________________________________________________
01-10-2013- Heden Kinder- en jeugdpsychiater Karakter Universitair 
Centrum, werkzaam in patiëntenzorg bezig met afronding 
proefschrift (onderzoek naar kwaliteitsindicatoren en 
Tornado-studie) 
01-12-2010-01-10-2013: Directeur Behandelzaken Universitair Centrum 
Karakter. In combinatie met klinisch werk en 
promotieonderzoek.
01-09-2010-01-12-2010: Kinder- en jeugdpsychiater, polikliniek Karakter 
Universitair Cluster Nijmegen. Combinatie van klinisch 
werk (50%) en promotieonderzoek (50%). 
01-09-2005-01-09-2010: Kinder- en jeugdpsychiater, manager behandelzaken 
deeltijdbehandeling 0-6 jarigen, Karakter Universitair 
Cluster Nijmegen. Daarnaast werkzaam op de polikliniek 
van dit cluster. Klinisch werk en managementtaken 
(75%) en promotieonderzoek sinds 2009 (25%). 
Mei 2003 tot september 2004: Kinder- en jeugdpsychiater, Altrecht Afdeling Jeugd, 
Lunetten
April 2001 tot mei 2003: Psychiater in opleiding tot kinder- en jeugpsychiater, 
afdeling kinder- en jeugdpsychiatrie UMC Utrecht 
Oktober 2000 tot april 2003: Art-assistent in opleiding, afdeling Sociale Psychiatrie 
en crisisdienst Altrecht, Utrecht
September 1997-september 2001: Arts-assistent in opleiding, afdeling Psychiatrie, UMC 
Utrecht
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Publicaties en onderzoekservaring:
________________________________________________________________________
2015 Lieke J.A. Hassink Frabke, Mijnke M.M. Janssen, 
Guy Oehlen, Patricia A.M. van Deurzen, Jan K. 
Buitelaar, Michel Wensing, Peter L.B. Lucassen. GP’s 
experiences with enhanced collaboration between 
psychaitry and general practice for children with 
ADHD.	Eur J Gen Pract. 2016 Sep;22(3):196-202. doi: 
10.1080/13814788.2016.1177506.
2014 Janssen M, Wensing M, van der Gaag R, Cornelissen 
I, van Deurzen P, Buitelaar J. Improving patient care 
for	attention	deficit	hyperactivity	disorder	in	children	
by organizational redesign (Tornado program) and 
enhanced collaboration between psychiatry and 
general practice: a controlled before and after study. 
Implement Sci. 2014 Oct 30;9(1):155
2014 M.M.M. Janssen, M. Wensing, R.J. van der Gaag, 
I.M. Cornelissen, P.A.M. van Deurzen, J.K. Buitelaar. 
Niet rammen maar rommen. Dwingende rom-
responspercentages en methodieken: kan het 
anders? MGV 69 (2014); 1; 29-32.
2014 Janssen MMM, Wensing  M,  Deurzen PAM van, 
Cornelissen I, Gaag van der RJ, Buitelaar JK. 
Meten van kwaliteitsindicatoren in de kinder- en 
jeugdpsychiatrie: makkelijk gezegd, moeilijk gedaan. 
www.mgvonline.nl/pdf/kwaliteit-meten/
2013 Janssen MMM, van Deurzen PAM, Klip H, Buitelaar 
JK (2013). ROM in de kinder- en jeugdpsychiatrie: 
kansen en verplichtingen uitvoerbaar combineren. In 
VJA Buwalda, MA Nugter, W van Tilburg, ATF Beekman 
(eds.): Praktijkboek ROM in de ggz II. Implementatie 
en gebruik bij verschillende doelgroepen (pp41-48). De 
Tijdstroom, Utrecht.
2013 M.M.M. Janssen, M. Wensing, R.J. van der Gaag, P.A.M. 
van Deurzen, J.K. Buitelaar Aanpassing en aanvulling 
van kwaliteitsindicatoren uit de basisset ggz voor 
gebruik in de kinder- en jeugdpsychiatrie. TvP 
55(2013)1, 21-31.
 Medio 2008-heden Promotieonderzoek gericht op zorgprogrammering, 
implementatie en kwaliteitsindicatoren in de kinder- 
en jeugdpsychiatrie
 Promotor: Professor J.K. Buitelaar, Hoogleraar kinder- 
en jeugdpsychiatrie en Psychiatrie UMCN St. Radboud
 Co-promotor: Dr. M. Wensing, IQ-Healthcare, UMCN St. 
Radboud
 In 2009 met subsidie van de NVvP. 
 Van 2010 t/m 2012 subsidie toegekend door ZonMW-
implentatieonderzoek.
2004 Mijnke M.M. Janssen, Frank C. Verhulst, Leyla Bengi-
Arslan, Nese Erol, Claudia J. Salter, Alfons A.M. Crijnen. 
Comparison of  self-reported emotional en behavioral 
problems in Turkish Immigrant, Dutch and Turkish 
adolescents. 
 Soc Psychiatry Psychiatric Epidemiology 2004; 39;133-
140
1997 J.A.M. Laudy, M.M.M. Janssen, P.C. Struyk, T. Stijnen, 
H.C.S. Wallenburg, J.W. Wladimiroff. Fetal liver volume 
measurement by three-dimensional ultrasonography: 
a preliminary study. Ultrasound Obstet Gynecol 1998; 
12; 93-96
 J.AM. Laudy, M.M.M. Janssen, P.C. Struyk, T. Stijnen, 
H.C.S. Wallenburg, J.W. Wladimiroff. Three-dimensional 
ultrasonography of normal fetal lung volume: a 
preliminary study.
 Ultrasound Obstet Gynecol 1998; 11-16
________________________________________________________________________
Cursussen 
________________________________________________________________________
2014 Opleidingsmodule tot Geneesheer Directeur
2005-2006 MD-traject Karakter
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Overige activiteiten
________________________________________________________________________
Commissies:   
●	 Lid Commissie kwaliteitsindicatoren van de 
 Nederlandse Vereniging voor Psychiatrie
●	 Lid Klachtencommissie Karakter 
●	 Lid landelijke groep van consultatieve en 
 liaison kinder- en jeugdpsychiaters
●	 Lid projectgroep “de Medisch Specialist 2015” 
 van de Orde van Medisch Specialisten
●	 Voorzitter Stuurgroep ROM Karakter
●	 Lid Stuurgroep Valuecare Karakter   
 
Mijnke is moeder van Lorens (2007) en Sveder (2009) en woont met hen in Arnhem-Noord.
